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AFRICAN-AMERICAN  VETERANS  AND  COMMU- 
NITY: POST-TRAUMATIC  STRESS  DISORDER 
AND  RELATED  ISSUES 


TUESDAY,  SEPTEMBER  15,  1993 

House  of  Representatives, 
Subcommittee  on  Oversight  and  Investigations, 

Committee  on  Veterans'  Affairs, 

Washington,  DC. 
The  subcommittee  met,  pursuant  to  call,  at  9:10  a.m.,  in  room 
311,  Cannon  House  Office  Building,  Hon.  Lane  Evans  (chairman  of 
the  subcommittee)  presiding. 

Present:  Representatives  Evans,  Montgomery,  Waters,  Kennedy, 
Bishop,  and  Rangel. 

OPENING  STATEMENT  OF  CHAIRMAN  EVANS 

Mr.  Evans.  The  chair  would  like  to  thank  everyone  for  their  at- 
tendance this  morning  and  officially  start  the  hearing  at  this  point. 

This  morning  the  Subcommittee  on  Oversight  and  Investigations 
is  meeting  to  examine  a  very  important  and  timely  subject — ^Afri- 
can-American veterans  and  the  community:  post-traumatic  stress 
disorder  and  related  issues. 

Last  week  President  Clinton  and  Vice  President  Gore  unveiled 
their  proposal  to  reinvent  our  federal  government.  Like  the  Presi- 
dent, I  strongly  beheve  our  federal  government  can  and  must  be 
more  responsive  to  our  citizens.  In  veterans  affairs,  there  are  clear- 
ly many  opportunities  for  improving  services  to  the  men  and 
women  who  have  served  in  our  armed  forces.  Expanding  the  Vet 
Center  program  and  improving  PTSD-related  services  are  only  two 
of  the  needed  improvements  I  strongly  support.  And  in  the  very 
near  future  I  intend  to  introduce  legislation  to  bring  about  these 
needed  improvements. 

Among  today's  witnesses  other  improvements  in  veterans'  serv- 
ices may  be  recommended  and  these  recommendations  will  be  very 
helpful  to  us,  I  believe,  in  fashioning  that  legislation. 

Many  individuals  are  scheduled  to  testify  this  morning  and  we 
look  forward  to  receiving  each  of  their  presentations.  Our  witnesses 
today  represent  many  different  vocations,  interests  and  experi- 
ences. We  appreciate  their  willingness  to  come  forward  and  partici- 
pate today.  Other  individuals  who  could  not  be  present  today  have 
been  invited  to  submit  a  written  statement  for  inclusion  in  the 
printed  record  of  this  hearing. 

As  many  here  may  know,  this  hearing  has  been  scheduled  to  co- 
incide with  the  annual  Congressional  Black  Caucus  legislative 
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weekend.  The  annual  CBC  legislative  weekend  is  an  especially  ap- 
propriate time  to  focus  attention  on  issues  of  particular  concern  to 
African- American  veterans.  This  subcommittee  appreciates  the  co- 
operation it  has  received  from  the  CBC,  the  Black  Veterans 
Braintrust  and  Corrine  Brown,  Charlie  Rangel,  and  Sanford  Bish- 
op, the  three  Members  of  Congress  who  co-chair  the  Braintrust. 

This  subcommittee  especially  wishes  to  acknowledge  and  thank 
Congressman  Bill  Clay,  Chairman  of  the  House  Committee  on  Post 
Office  and  Civil  Service  and  the  staff  of  that  committee  for  their 
assistance  and  cooperation.  In  addition  to  making  this  room  avail- 
able to  us  for  today's  proceeding,  Chairman  Clay  and  his  staff  have 
been  particularly  accommodating  and  helpful  and  we  greatly  appre- 
ciate their  cooperation  and  contributions. 

Lastly  but  not  least,  I  want  to  particularly  acknowledge  the  con- 
tributions of  Ron  Armstead,  who  has  greatly  assisted  us  in  prepar- 
ing for  this  hearing.  He  deserves  a  round  of  applause. 

Before  calling  our  first  witness,  it  is  my  honor  to  introduce  to  you 
the  Chairman  of  the  full  Veterans'  Affairs  Committee,  Chairman 
Sonny  Montgomery  from  Mississippi  for  any  remarks  he  may  wish 
to  make. 

Mr.  Montgomery  Thank  you.  I  want  to  commend  you  as  the 
Chairman  for  the  Oversight  and  Investigations  Subcommittee  for 
holding  this  hearing  this  morning.  It  is  very,  very  important.  As  we 
have  learned  from  PTSD,  the  large  percentage  of  Afi*ican- Ameri- 
cans who  participated  in  the  Vietnam  War  have  had  some  prob- 
lems in  the  area  of  PTSD.  And  I  certainly  commend  you  for  having 
this  hearing. 

We  had  an  informal  meeting  over  donuts  and  coffee,  I  guess  you 
would  call  it,  before  this  meeting.  I  learned  a  lot.  I  learned  more 
about  Vet  Centers  and  I  want  to  thank  those  that  participated  in 
that  informal  meeting  this  morning. 

I  will  stop  with  that  and  say  it  is  good  to  see  the  Senator  from 
Minnesota,  Paul  Wellstone.  I  know  you  worked  late  last  night.  I 
was  watching  you  on  C-SPAN  until  about  10  o'clock  and  I  left  you 
after  that.  I  know  that  you  beUeve  in  human  rights  for  all  people 
and  you  probably  are  the  best  athlete  in  the  U.S.  Senate,  so  thgmk 
you  for  being  here  today  and  testifying  before  this  subcommittee. 
Thank  you. 

Mr.  Evans.  Thank  you,  Mr.  Chairman.  We  are  very  pleased  and 
honored  to  welcome  as  our  first  witness  Senator  Paul  Wellstone 
from  Minnesota,  well  known  for  his  outstanding  interest  and  con- 
cern about  domestic  violence.  Senator  Wellstone  has  introduced  S. 
869,  the  Violence  Reduction  Training  Act.  Its  major  provisions  in- 
clude support  for  pubUc  education  in  the  consequences  of  violence 
and  training  for  health  care  workers  to  recognize  and  interview 
with  victims  of  domestic  violence  and  sexual  assault. 

I  am  very  pleased  he  will  be  working  with  me  to  introduce  post- 
traumatic stress  disorder  legislation  in  the  Senate.  I  hope  this  will 
be  one  of  many  Wellstone-Evans  legislative  initiatives. 

Senator,  thank  you  for  taking  time  out  of  your  busy  schedule.  I 
know  that  you  were  in  late  last  night,  and  we  recognize  you  at  this 
time. 


STATEMENT  OF  HON.  PAUL  WELLSTONE,  A  U.S.  SENATOR 
FROM  THE  STATE  OF  MINNESOTA 

Senator  Wellstone.  Thank  you,  Chairmgin  Evans  and  Chairman 
Montgomery.  I  am  honored  to  be  here  to  testify  on  the  issue  of 
post-traumatic  stress  disorder  and  its  effect  on  veterans  and  their 
famihes.  I  commend  you  for  your  work  in  this  area  and  I  support 
your  efforts  to  develop  more  comprehensive  treatment  programs  for 
those  affected  by  this  debiHtating  disease. 

I  am  distressed  by  the  fact  that  the  VA  is  treating  only  about  ten 
percenty  of  veterans  with  service-connected  PTSD.  I  do  plan  to  in- 
troduce legislation  with  you,  Chairman  Evang,  and  I  very  much  ap- 
preciate your  leadership  in  this  area.  The  legislation  will  expand 
and  improve  VA  outpatient  and  inpatient  care  for  PTSD  victims. 
At  the  same  time,  I  will  push  for  Senate  hearings  on  this  pressing 
issue  and  I  believe  that  we  will  have  support  in  me  Senate. 

I  know  your  focus  today  is  on  African-American  veterans  who 
statistics  show  are  disproportionately  affected  by  PTSD.  That  is  an 
unpleasant  truth  that  we  cannot  and  should  not  hide  from.  But  I 
also  want  to  state  that  the  PTSD  symptoms  of  violence,  abuse  and 
neglect  are  not  unique  to  the  African-American  community.  It  can 
affect  any  soldier,  without  regard  to  the  color  of  his  skin  or  gender. 
It  is  a  disease  that  affects  the  whole  family  and  may  impact  on  the 
entire  community. 

Although  I  am  certainly  not  an  escpert,  Mr.  Chairman,  on  the 
technical  relationship  of  PTSD  to  violence,  through  my  work  and 
the  work  of  my  wife  Sheila  on  the  whole  range  of  issues  affecting 
domestic  violence,  I  can  testify  to  the  deep  and  lasting  impact  on 
families  that  are  victims  of  violence,  abuse,  and  neglect.  It  is  the 
link  between  the  veterans  who  suffer  from  PTSD  and  the  violence, 
abuse,  and  neglect  they  may  inflict  upon  their  families  that  brings 
me  here  today.  It  is  this  cycle  of  violence  and  abuse  that  I  think 
we  must  work  to  curb.  And  treatment  for  those  who  suffer  from 
PTSD  is  one  important  way  to  break  that  cycle  of  violence. 

We  need  to  imderstand  at  this  hearing  today  that  PTSD  can  and 
does  affect  the  entire  family,  not  just  the  veteran  himself  or  her- 
self. Veterans  who  suffer  from  PTSD  often  neglect  and/or  abuse 
their  families.  And  the  effects  of  this  disease  can  have  serious  con- 
sequences for  the  children  and  even  the  grandchildren  of  veterans 
who  suffer  from  PTSD.  I  have  talked  to  a  psychotherapist  in  Min- 
nesota who  works  with  vets  who  suffer  from  PTSD  and  she  has 
told  me  that  she  is  now  treating  not  only  the  adult  children  but 
sometimes  the  grandchildren  of  Vietnam  veterans  who  have  grown 
up  in  violent  homes. 

The  story  of  one  Vietnam  vet  is  a  vivid  example  of  the  effects  of 
PTSD  on  vets  and  their  families.  He  physically  and  verbally  abused 
has  wife  and  children  for  two  years.  He  exhibited  symptoms  of  par- 
anoia, severe  irritability  and  flashbacks.  He  was  diagnosed  as  suf- 
fering from  PTSD.  He  has  now  completely  withdrawn  from  his  fam- 
ily and  his  life. 

And  I  want  to  read  a  poem  written  by  his  13-year-old  daughter 
that  was  sent  to  me  which  was  really  the  beginning  of  our  involve- 
ment with  this  family. 

For  someone  to  share 

Is  only  to  c£ire. 


He  was  in  the  war 

And  never  opens  his  door. 

He  lives  in  a  shell 

And  that  must  be  like  hell. 

He  used  to  be  my  dad, 

But  now  he  looks  so  sad. 

If  only  he  knew 

It  makes  me  feel  blue. 

I  know  he  loves  me. 

Why  won't  he  hug  me? 

My  mom  says  **he's  numb." 

What  will  I  become 

Without  my  father  to  guide  me? 

Common  symptoms  of  this  disease  include  angry  outbursts,  irri- 
tability, difficulty  sleeping,  and  flashback  experiences  that  feel  real. 
Vets  who  suffer  from  PTSD  often  respond  to  the  people  at  home  as 
if  they  were  in  combat.  This  can  lead  to  a  veteran  becoming  violent 
toward  a  member  of  his  family.  For  children  it  often  affects  their 
ability  to  learn,  to  function  at  home  and  at  school,  and  their  abiUty 
to  relate  to  others. 

Neglect,  abuse,  and  even  just  witnessing  abuse  can  leave  dev- 
astating scars.  Unless  we  begin  to  treat  this  disease,  Mr.  Chair- 
man, it  will  continue  to  affect  future  generations.  Recently,  I  had 
the  opportunity  to  speak  to  a  Minnesota  veteran  of  both  Korea  and 
Vietnam  who  is  African-American.  He  has  a  background  as  a  coun- 
selor and  learned  only  in  1989  that  he  was  suffiering  from  PTSD. 
I  would  like  to  share  a  few  of  his  insights  regarding  the  needs  of 
African- American  veterans  who  have  PTSD. 

In  his  view,  many  African-American  veterans  who  are  afflicted 
by  PTSD  refuse  to  acknowledge  that  they  even  have  the  disease 
and  seek  to  cope  with  its  effects  on  their  own.  They  "stuff  it,'*  how- 
ever unsuccessfully.  He  emphasized  that  the  VA  health  system  is 
currently  not  meeting  the  needs  of  these  veterans  and  to  do  so  it 
must  institute  outreach  programs  tailored  to  the  needs  of  African- 
American  veterans,  hire  more  African-American  counselors  and 
other  professionals  to  work  their  PTSD  treatment  units,  and  ex- 
pand the  number  of  *1iassle-free"  Vet  Centers  that  are  accessible  to 
African- American  veterans.  I  will  work  to  fully  examine  these  sug- 
gestions and  others  to  some  of  the  other  testimony  today,  Mr. 
Chairman,  as  we  begin  to  develop  this  legislation  and  work  to  get 
it  passed. 

Many  of  the  veterans  who  come  to  my  office  for  help  ask  that 
PTSD  get  a  higher  rating.  They  are  frustrated  by  delays.  They  are 
stuck  in  the  backlog  of  claims  in  the  VA  adjudication  and  appeals 
systems.  Indeed,  they  are  frustrated  that  parts  of  the  VA  are  slow 
to  recognize  PTSD  as  an  illness  or  that  it  is  an  illness  whose  effects 
can  be  every  bit  as  devastating  as  any  physical  ailment. 

The  development  of  treatment  programs  for  PTSD  is  still  in  the 
early  stages.  The  first  step  is  for  the  VA  to  recognize  the  traumatic 
effects  of  PTSD  on  both  veterans  and  their  families.  User-fi*iendly 
treatment  programs  need  to  be  expanded  and  given  the  highest  pri- 
ority by  the  VA.  The  programs  should  be  available  to  both  vets  and 
their  famiUes. 


Therefore,  I  cannot  urge  you  enough  to  act  quickly  to  introduce 
the  legislation,  Mr.  Chairman,  as  I  will  do  the  same,  so  that  we  can 
begin  to  help  veterans  and  their  families  deal  with  this  devastating 
disease. 

Thank  you  for  your  efforts  on  this  issue.  I  thank  you  for  all  of 
your  work  with  veterans.  I  have  a  tremendous  amount  of  admira- 
tion and  respect  for  what  you  do.  It  is  going  to  be  an  honor  to  work 
with  you  and  to  work  with  my  colleagues  in  the  Senate.  And  I 
know  that  there  is  going  to  be  testimony  that  follows  mine  that  will 
be  much  more  powerful  and  I  think  much  more  important,  but  I 
am  here  to  learn  from  other  people  and  these  are  not  just  words 
and  this  is  not  just  sjnnbolic.  I  am  committed  to  working  very,  very 
hard  on  this  issue.  Thank  you. 

[The  prepared  statement  of  Senator  Wellstone  appears  on  p.  49.] 

Mr.  Evans.  Thank  you  very  much.  I  appreciate  your  comments. 
I  don't  have  any  questions,  but  I  want  to  emphasize  what  you  said. 
We  want  to  build  outreach  to  the  minority  communities,  not  just 
the  African-American  communities,  but  the  Hispanic  commimities 
that  have  had  the  highest  rates  of  PTSD,  and  to  help  their  families 
as  well. 

We  will  be  receiving  very  good  testimony,  and  if  you  are  able  to 
stay  longer,  you  may  join  us  if  you  wish. 

Senator  Wellstone.  I  am  going  to  stay  15  or  20  minutes  be- 
cause I  must  then  go  to  the  Senate  floor.  I  apologize  to  those  who 
I  won't  be  able  to  hear,  although  I  will  have  a  chance  to  read  all 
of  their  testimony. 

Mr.  Evans.  Thank  you.  Senator.  We  are  now  being  joined  by 
Congresswoman  Maxine  Waters  and  as  soon  as  she  has  a  chance 
to  get  situated  we  will  recognize  her  for  any  comments  she  would 
like  to  make. 

OPENING  STATEMENT  OF  HON.  MAXINE  WATERS 

Ms.  Waters.  Thank  you  very  much.  Mr.  Chairman,  I  am  de- 
lighted to  be  here  today  and  I  would  like  to  commend  you  for  put- 
ting together  an  impressive  array  of  witnesses  for  this  hearing.  I 
am  happy  to  see  organizations  represented  here  today  that  prob- 
ably would  not  qualify  as  regulars  before  this  committee.  Their 
comments  will  be  extremely  helpful.  As  we  try  to  make  the  veter- 
ans health  care  system  more  responsive  to  the  needs  of  African- 
American  veterans,  there  is  a  fundamental  need  for  increased  at- 
tention for  veterans  in  this  covmtry,  especially  African-American 
and  women  veterans. 

Strict  eligibility  rules  and  chronic  funding  shortfalls  of  the  1980s 
have  created  a  deficiency  within  the  VA  to  provide  an  adequate 
level  of  service  to  the  veteran  population.  We  all  know  that  most 
veterEins  are  not  rich.  They  depend  upon  the  care  provided  by  the 
VA.  They  have  been  told  tnat  csire  and  assistance  will  be  there  for 
them.  When  we  talk  about  helping  veterans  we  are  talking  about 
helping  disproportionately  lower  income  and  minority  populations. 

When  we  talk  about  how  veterans  care  is  not  working  we  are 
talking  about  how  it  is  not  helping  the  poor  and  minorities.  I  hear 
from  veterans  all  the  time  how  difficult  it  is  to  receive  service.  But 
when  you  are  either  lower  income,  a  minority  or  both,  matters  go 
from  bad  to  worse. 


I  have  spoken  in  many  cities  on  veterans  issues  and  I  am  con- 
stantly bombarded  by  veterans,  African-American,  Latino  and  oth- 
ers, who  are  desperate  for  assistance.  Not  only  are  they  desperate 
for  things  as  veterans  health  care,  housing,  PTSD  assistance,  et 
cetera,  they  are  desperate  for  a  VA  that  understands  their  prob- 
lems. Those  veterans  that  are  suffering  from  PTSD  are  at  a  greater 
disadvantage. 

Many  African-American  veterans  were  given  bad  paper  dis- 
charges during  the  Vietnam  era.  As  a  result  they  are  not  able  to 
receive  treatment  from  the  VA  for  PTSD.  Private  physicians  do  not 
always  properly  diagnose  PTSD  so  the  disease  goes  untreated. 
These  veterans  have  a  higher  incidence  of  unemployment,  family 
problems,  alcohol  and  drug-related  problems  and  homelessness.  As 
the  percentage  of  minorities  continues  to  grow  in  our  armed  serv- 
ices, so  will  the  minority  percentage  of  our  veterans'  population. 
Twenty-eight  percent  of  the  troops  in  Desert  Storm  were  African- 
Americans,  up  from  22  percent  during  Vietnam.  Almost  half  of  the 
women  currently  in  the  miUtary  are  African-American. 

EarUer  in  the  year,  the  National  Association  for  Black  Veterans 
dropped  by  my  office  and  presented  us  with  a  very  good  briefing 
package  on  issues  that  need  to  be  addressed.  We  have  a  platform. 
We  have  good  ideas.  I  sit  here  willing  to  work  with  you  to  pull 
these  ideas  together  and  push  forward. 

Mr.  Chairman,  thank  you  for  accommodating  my  schedule  and 
allowing  me  to  participate  in  the  opening  remarks  of  this  commit- 
tee. I  am  delighted  to  be  here  with  you,  and  I  am  delighted  that 
the  chairman  of  our  committee  is  sitting  here.  I  feel  as  if  I  am  sit- 
ting between  the  left  and  the  right  here.  And  so  that  means  I  have 
to  pull  it  together.  Thank  you. 

Mr.  Evans.  Thank  you,  Congresswomaui  Waters.  We  appreciate 
your  leadership.  Since  coming  to  the  committee  you  have  been  a 
real  djniamo  and  we  appreciate  all  of  your  hard  work.  You  have  put 
these  issues  on  the  map  and  we  appreciate  your  leadership  and 
look  forward  to  working  with  you  in  the  future. 

Dr.  Irving  Allen,  Dr.  Erwin  Parsons,  Mr.  Clyde  Poag,  Dr.  Robert 
Rosenheck  and  Robert  Blackwell  are  the  members  of  our  first  wit- 
ness panel. 

Dr.  Allen  is  a  psychiatrist  with  Harvard  University  Health  Serv- 
ice and  he  has  worked  with  veterans  for  25  years. 

Dr.  Parsons  is  a  clinical  psychologist  with  the  VA  Medical  Cen- 
ter, Perry  Point,  MD.  He  has  testified  before  this  subcommittee  be- 
fore and  we  appreciate  his  participation  today. 

Clyde  is  Chairman  of  the  African-American  Working  Group,  Re- 
adjustment Counseling  Service,  Department  of  Veterans  Affairs 
and  serves  as  team  leader  for  the  Grand  Rapids,  MI  Vet  Center. 

Dr.  Rosenheck  is  the  Director  of  the  Northeast  Program  Evalua- 
tion Center,  National  Center  for  PTSD  at  the  VA  Medical  Center 
in  West  Haven,  CT. 

Robert  is  a  veteran  from  Tyler,  TX. 

Dr.  Allen  has  advised  the  subcommittee  his  arrival  will  be  de- 
layed. He  will  be  recognized  following  his  arrival. 

The  prepared  statement  of  each  witness  will  be  made  part  of  the 
record  ana  so  I  invite  you  to  summarize  your  prepared  statement. 
Dr.  Parsons  we  will  start  with  you  today. 


STATEMENTS  OF  DR.  ERWIN  PARSONS,  CLD^CAL  PSYCHOLO- 
GIST, VA  MEDICAL  CENTER,  PERRY  POINT,  MD;  CLYDE 
POAG,  M.S.W.,  CHAIRMAN,  AFRICAN-AMERICAN  WORKING 
GROUP,  READJUSTMENT  COUNSELING  SERVICE,  DEPART- 
MENT OF  VETERANS  AFFAIRS  AND  TEAM  LEADER,  GRAND 
RAPIDS,  MI  VET  CENTER;  DR  ROBERT  ROSENHECK,  DIREC- 
TOR, NORTHEAST  PROGRAM  EVALUATION  CENTER,  NA- 
TIONAL CENTER  FOR  PTSD,  VA  MEDICAL  CENTER,  WEST 
HAVEN,  CT;  AND  MR,  ROBERT  BLACKWELL. 

STATEMENT  OF  DR.  ERWIN  PARSONS 

Dr.  Parsons.  Chairman  Lane  Evans  and  Chairman  Montgomerv, 
Congresswoman  Waters  and  distinguished  members  of  the  sub- 
committee, ladies  and  gentlemen,  I  feel  exceedingly  grateful  for  the 
opportunity  to  testify  before  this  subcommittee  once  again.  I  am 
gratefiil  because  the  subcommittee  is  a  body  that  gets  things  done 
and  because  it  is  results-oriented. 

On  behalf  of  America's  veterans,  Mr.  Chairman,  to  me  the  title 
of  this  hearing,  "African-American  Veterans  and  Community: 
PTSD  and  Related  Issues"  suggests  that  a  potential  exists  for  a  re- 
lationship between  African-American  veterans  and  the  community. 
This  relationship  has  not  always  been  a  supportive,  mutually  sus- 
taining one,  but  fraught  with  conflict,  mistrust  and  ahenation.  But 
this  has  been  changing.  And  veterans  have  much  to  contribute  to 
inner  city  youths  who  often  grope  in  the  darkness  of  violence  and 
are  in  need  of  a  way  out. 

The  more  we  know  about  veterans,  Mr.  Chairman,  the  more  we 
reahze  that  what  they  want  more  than  anything  else  is  to  serve 
again.  I  made  this  statement  11  years  ago  in  New  York  City's  City 
Hall  and  I  £tm  convinced  even  more  today  that  this  is  true.  Who 
is  more  suitable,  in  my  estimation,  to  help  our  violent  youth  today 
than  veterans?  What  quaUfies  veterans  to  be  brokers  of  change  for 
violent  youths  is  not  only  that  veterans  employed  violence  them- 
selves in  the  line  of  duty  while  they  themselves  were  exposed  to 
the  enemy^s  violent  actions,  but  also  because  most  veterans  have 
succeeded  in  controlling  violence  within  themselves. 

This  is  one  of  the  greatest  lessons  of  all.  We  now  know,  Mr. 
Chairman,  that  the  "a  violent  veteran"  is  a  myth.  Veterans  are  too 
often  overcontroUed,  not  too  imdercontroUed  or  impulsive.  What  I 
have  been  seeing  in  veterans  is  a  capacity  to  talk  to  young  people. 
Many  veterans  remember  themselves  as  teenagers,  as  bitter,  alien- 
ated and  alone,  distrustful  of  authority,  persons  and  institutions, 
and  fearful  of  their  deadly  impulses. 

Veterans,  as  unusual  human  beings,  are  ready  once  again  to  take 
on  another  tough  chgJlenge.  This  challenge  is  another  battlefront, 
the  domestic  scene.  Veterans  know  well  that  violent  youths  do  not 
respond  well  to  lectures,  that  what  they  need  and  respond  to  best 
are  living  human  relationships  with  people  who  have  credibility. 
Veterans  have  tremendous  credibility  with  our  inner  city  youth. 
Veterans  are  now  in  their  mid  years  and  experience  a  deep  desire 
to  leave  a  legacy  and  they  show  concern  for  the  welfare  of  the  next 
generation. 

Being  back,  myself,  Mr.  Chairman,  on  the  front  lines  of  direct 
service  to  veterans  at  the  VA  Medical  Center  in  Perry  Point,  MD, 
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I  am  in  the  business  of  helping  veterans  to  get  better  in  order  to 
serve  again.  Viewing  psychiatric  care  as  a  prelude  to  service  is  a 
very  helpful  concept  because  it  contains  an  essential  nuclei  of  truth 
that  veterans'  have  value  to  society  even  in  times  of  peace.  Veter- 
ans with  PTSD  can  be  helped  to  give  up  pain,  fear,  terror,  rage, 
and  self-pity. 

For  many,  psychiatric  care  is  very  critical,  since  veterans  can 
only  contribute  to  society  again  if  they  themselves  are  fit  for  the 
job.  Psychiatric  dollars  are  critically  needed  to  assist  veterans  to 
overcome  PTSD,  alcohol  and  drug  abuse,  anxieties  and  depression. 
It  is  important  to  keep  in  mind  that,  though  the  veteran  may  have 
PTSD  and  other  psychological  problems,  the  lessons  he  or  she 
learned  in  the  crucible  of  the  war  zone  experience  is  learned  for- 
ever and  is  never  erased  fi"om  memory. 

What  I  mean  is  that  the  same  brain  that  learned  so  much  about 
pain,  loss,  abandonment  and  fear  is  the  same  organ  that  learned 
important  lessons;  those  about  leadership,  about  compassion,  about 
teamwork,  genmneness,  the  bottom  line  orientation,  and  making 
tough  decisions  under  difficult  circumstances. 

When  I  worked  in  New  York  City's  Wall  Street  many  years  ago, 
Mr.  Chairman,  I  learned  a  number  of  words  and  terms  which  the 
corporate  world  found  very  important.  One  of  these  words  is  ROI, 
ROI  or  return  on  investment.  Providing  additional  funds  for  veter- 
£ins  to  do  well  and  become  fit  for  service  is  good  business,  and  in 
the  process  creating  a  cadre  of  empowered  human  capital. 

In  addition  to  the  veteran  youth  encounter,  there  are  other  im- 
portant ways  Afi*ican-American  veterans  are  contributing  to  Amer- 
ica to  include  becoming  research  subjects  fi-om  which  much  of  to- 
day's PTSD  technology  has  been  derived.  With  this  wonderful  tech- 
nology in  hand,  we  have  an  obUgation  to  ensure  that  it  is  available 
to  the  masses  in  American  and  world  communities.  The  VA  Read- 
justment Counseling  Service,  directed  by  Dr.  Arthur  Blank,  has 
demonstrated  incredible  versatihty  in  using  this  veteran-originated 
technology  to  assist  survivors  of  Hugo,  Inifi  and  many  other  disas- 
ters not  only  in  America,  but  aroxind  the  world. 

It  is  very  important  that  this  technology  is  available  to  Afi*ican- 
American  inner  city  children,  youths  and  families  exposed  to  vio- 
lence. They  need  PTSD  technology  as  much  or  more  than  other  dis- 
tressed and  traumatized  groups.  Additionaly,  this  information 
needs  to  be  exported  to  the  Third  World  countries  pimimeled  by 
war  and  misfortune  for  years  (e.g.,  to  Somalia).  These  are  ways 
that  veterans  continue  to  contribute  to  the  welfare  of  others  in 
need. 

We  are  often  reminded,  Mr.  Chairman,  that  a  significant  body  of 
unanalyzed  data  from  the  1988  congressionally-mandated  National 
Vietnam  Veterans  Readjustment  Study  still  exists.  More  knowledge 
about  PTSD  and  African-American  veterans  is  needed.  Especially 
since  the  research  studies  have  for  the  past  12  years,  at  least,  con- 
sistently reported  higher  rates  of  post-traumatic  stress  disorder  in 
this  group.  Their  rates  of  PTSD  is  estimated  to  be  20.6  percent 
while  nonminority  veterans  have  a  rate  of  13.7  percent. 

This  significant  differential  calls  for  equally  significant  action 
like  never  before.  Therefore,  a  congressional  initiative  of  awarding 
a  contract  to  the  Research  Triangle  Institute  to  analyze  the  data 


is  needed.  The  need  for  co-principal  scientific  investigators  for  this 
project  who  are  African- Americans  is  extremely  important  and  can- 
not be  overemphasized  here  this  morning.  Thank  you,  Mr.  Chair- 
jnan. 

Mr.  Evans.  Thank  you  very  much  for  your  testimony. 

[The  prepared  statement  of  Dr.  Parsons  appears  on  p.  55.] 

Mr.  Evans.  Mr.  Poag. 

STATEMENT  OF  CLYDE  POAG 

Mr.  PoAG.  Thank  you,  Mr.  Chairman.  Good  morning.  And  good 
morning  to  Chairman  Montgomery  and  Congresswoman  Waters. 

My  name  is  Clyde  Poag.  I  am  the  team  leader  of  the  Vet  Center 
in  Grand  Rapids,  MI.  I  have  been  a  team  leader  for  the  past  11 
years,  and  I  am  currently  the  Chairman  of  the  African-American 
Working  Group  of  Readjustment  Coxmseling  Service  and  serve  on 
the  Department  of  Veterans  Affairs  Bioethics  Committee. 

In  regard  to  the  issue  of  post-traumatic  stress  disorder  in  Afri- 
can-American veterans,  I  would  first  like  to  respond  in  my  capacity 
as  a  team  leader  of  more  than  11  years,  and  as  a  social  worker 
with  more  than  22  years  of  experience. 

During  that  time,  I  have  had  the  opportimity  to  provide  counsel- 
ing service  to  many  veterans  and  have  seen  firsthand  the  issues 
and  problems  faced  by  those  who  have  borne  the  burden  of  war, 
and  have  been  adversely  affected  by  it. 

For  the  benefit  of  those  who  may  not  know  what  post-traumatic 
stress  disorder  is,  I  would  like  to  give  a  brief  description  of  what 
this  psychological  condition  is  and  what  the  consequences  are  for 
those  experiencing  it. 

Post-traumatic  stress  disorder  is  a  psychological  condition  that 
people  sometimes  experience  after  they  have  been  exposed  to  an 
overwhelming  stress  or  trauma.  People  are  exposed  to  stress  every- 
day, on  the  job,  in  the  family,  and  in  their  day  to  day  activities. 

What  I  am  describing  is  stress  and  traxmia  that  is  outside  the 
normal  range  that  people  experience  such  as  situations  in  which  a 
person  narrowly  escapes  death,  sees  fi:iends  or  loved  ones  killed  or 
nearly  killed,  being  in  national  disasters  such  as  floods,  hurricanes, 
or  are  victims  of  rapes  and  the  horrors  of  war. 

People  who  are  exposed  to  those  things  sometimes  exhibit  symp- 
toms such  as  rage,  unpredictable  explosions  of  aggressive  behavior, 
inability  to  express  angry  feelings,  and  many  other  debilitating 
symptoms. 

As  a  clinical  social  worker,  I  have  had  the  opportunity  to  assess 
many  veterans  who  have  this  disorder  and  to  talk  about  the  extent 
of  PTSD,  and  African-American  veterans,  I  would  like  to  refer  to 
you  the  study  that  was  commissioned  by  Congress  and  conducted 
by  the  Research  Triangle  Institution  which  was  completed  in  No- 
vember, 1988. 

Dr.  Parsons  has  cited  some  of  the  statistics  regarding  Afiiican- 
American  veterans,  and  we  know  that  there  are  high  rates  of 
diagnosable  PTSD  in  Afi:ican- Americans  and  Hispanic  veterans. 

Overall  the  study  shows  that  Afi:ican-American  veterans  and 
Hispanics  have  experienced  more  mental  health  and  life  adjust- 
ment problems  subsequent  to  their  service  in  Vietnam  than  Cauca- 
sian and  other  veterans. 
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Among  African- Americans,  in  addition  to  PTSD,  the  more  serious 
problems  appear  to  be  social  readjustment,  particularly  educational 
and  occupational  achievement,  marital  instabiUty,  and  involvement 
in  the  criminal  justice  system.  The  study  recommended  more  re- 
search and  study  regarding  these  findings. 

These  statistics  are  borne  out  by  the  numbers  of  African-Amer- 
ican veterans  who  are  homeless,  incarcerated,  divorced,  unem- 
ployed, and  involved  with  the  drug  culture. 

Mr.  Chairman,  many  African-American  veterans  are  experienc- 
ing readjustment  problems  as  a  result  of  high  exposure  to  the  war 
and  trauma.  There  are  implications  for  the  society  at  large. 

A  recent  article  in  Newsweek  showed  on  the  cover  an  African- 
American  boy.  The  caption  read:  "A  world  without  Fathers."  As  the 
study  pointed  out,  there  are  many  African-American  veterans  who 
have  serious  problems  parenting  and  many  other  readjustment 
issues. 

The  article  didn't  mention  veterans.  It  just  cited  that  some  veter- 
ans, while  women  were  in  colleges,  many  males  were  at  war. 

We  also  are  aware  that  many  of  the  problems  of  society  of  course 
are  not  caused  by  boys  who  do  not  have  fathers  in  the  home.  It  is 
a  fact  that  African-American  soldiers  comprised  a  large  percentage 
of  the  frontUne  troops  in  Vietnam  and  were  subjected  to  racism  and 
discrimination  while  they  were  fighting  in  Vietnam,  water  hoses 
and  dogs  were  attacking  their  friends  and  family  members  at 
home. 

These  men  and  women  had  to  adjust  not  only  to  the  larger  soci- 
ety but  also  to  their  own  culture,  often  being  told  that  they  were 
fools  to  fight  for  a  coimtry  in  which  they  were  not  treated  as  citi- 
zens. 

In  addition  to  the  trauma  and  stress  of  the  war,  they  had  the  ad- 
ditional adjustment  problems  of  youth.  And  they  continue  to  come 
to  Vet  Centers.  We  see  them  for  alcohol,  drug  abuse,  and  homeless- 
ness  and  many  other  problems. 

The  unemployment  rates  for  African-American  males  is  double 
that  of  the  general  population  according  to  Department  of  Labor 
statistics. 

The  African-American  Working  Group  has  as  one  of  its  goals  the 
completion  of  a  paper  on  the  historical  issues  confronting  African- 
^nerican  veterans.  The  paper  will  also  discuss  various  treatment 
approaches.  We  are  also  planning  to  promote  a  national  conference 
to  bring  together  experts  in  the  field  of  African-American  hfe  and 
culture  and  develop  effective  approaches  to  the  treatment  of  Afri- 
can-American veterans. 

The  working  group  is  concerned  about  the  fact  that  many  of  the 
approaches  to  the  treatment  of  African- American  veterans  are  con- 
ducted by  therapists  who  not  only  are  not  African-American,  but 
have  not  been  trained  in  African-American  family  life  and  culture. 
It  is  much  like  the  flesh  colored  Band-Aid  which  was  not  formu- 
lated by  or  for  African-Americans. 

We  also  have  a  goal  promoting  increased  recruitment  of  African- 
American  counselors,  team  leaders,  regional  managers,  and  Central 
Office  staff  within  readjustment  counseling  service.  There  is  a  need 
for  direct  input  into  the  delivery  of  services  to  all  veterans  and  to 
have  the  staff  reflect  the  population  it  serves. 
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The  Department's  Bioethics  Committee  is  charged  with  providing 
recommendations  to  the  Secretary  regarding  ethical  issues,  includ- 
ing ethics  in  resource  allocation. 

I  presently  serve  on  the  Resource  Allocation  Subcommittee.  Con- 
sidering the  high  prevalence  of  PTSD  in  African- American  Vietnam 
veterans,  one  of  the  issues  of  interest  is  the  prevalence  of  the  rate 
at  which  African-Americans  are  awarded  service-connected  disabil- 
ities and  the  rate  at  which  those  disability  ratings  are  awarded. 

The  Department  also  has  a  National  Center  of  Traumatic  Stress 
Studies,  but  there  has  been  no  study  of  the  effects  of  PTSD  on  Afiri- 
can-Americans. 

Part  of  the  problem  may  be  the  fact  that  there  are  no  African- 
Americans  involved  in  a  decision  making  capacity  at  the  center  and 
that  this  particular  issue  has  not  been  a  priority. 

In  closing,  I  would  like  to  see  resources  of  the  Department  of  Vet- 
erans Affairs  brought  to  focus  better  on  the  problems  of  African- 
American  veterans.  They  have  paid  for  such  service  and  have  a 
right  to  expect  nothing  less. 

I  would  like  to  thank  you  for  the  opportunity  to  appear  before 
you,  and  I  am  glad  that  you  are  from  Illinois  because  I  am  from 
East  St.  Louis,  and  I  am  very  proud  of  that. 

[The  prepared  statement  of  Mr.  Poag  appears  on  p.  69.] 

Mr.  Evans.  Thank  you.  I  wanted  to  ask  when  the  working  group 
paper  will  be  completed. 

Mr.  POAG.  We  hope  to  have  it  within  the  next  three  months. 

Mr.  Evans.  Thank  you. 

We  will  go  next  to  Mr.  Blackwell. 

STATEMENT  OF  ROBERT  BLACKWELL 

Mr.  Blackwell.  Congressman  Evans,  Congresswoman  Waters 
and  Congressman  Montgomery,  I  want  to  thank  you  for  the  privi- 
lege of  being  here  to  testify  today. 

I  imderstand  that  PTSD  is  the  focus  of  this  committee,  and  I  am 
primarily  here  to  testify  as  to  the  extent  of  PTSD  that  I  have  suf- 
fered and  traumatic  event  that  occurred. 

I  am  a  100  percent  post-traumatic  stress  disorder  combat  Viet- 
nam veteran,  and  I  have  gone  through  nine  months  of  the  most  ex- 
tensive PTSD  treatment  that  was  available  at  the  Dallas  VA  Medi- 
cal Center  in  1986.  This  was  during  the  time  when  PTSD  could  not 
even  be  mentioned  in  the  domiciliaries. 

Fortunately  for  myself,  by  the  grace  of  God,  I  had  an  excellent 
psychologist  that  performed  wonders  in  working  with  me  and  many 
other  veterans.  So  I  am  very  proud  to  say  that  under  that  program 
I  received  an  awful  lot  of  treatment  that  has,  at  this  time,  been 
very  helpful  to  me. 

My  testimony  goes  a  step  farther,  and  I  want  to  read  a  letter 
that  I  wrote  to  you,  Congressman  Evans  some  time  ago;  and  unfor- 
tunately I  didn't  even  receive  a  return  form  letter.  This  is  my  expe- 
rience, and  this  is  what  occurred. 

Dear  Congressman  Evans: 

As  Chairman  of  the  House  Veterans'  Affairs  Subcommittee  on 
Oversight  and  Investigations,  you,  along  with  Representatives  John 
Bryant  and  Pete  Geren  were  scheduled  to  conduct  hearings  in  Dal- 
las a  few  years  ago  regarding  the  activities  and  operations  of  the 
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Dallas  VA  Medical  Center.  Unfortunately,  the  outbreak  of  Desert 
Storm  prevented  your  attendance  and  the  conduct  of  the  official 
hearing. 

Now,  perhaps  more  than  ever,  an  investigation  of  the  negUgence, 
malpractice,  medical  incompetence,  and  gross  insensitivity  that 
prevails  the  Dallas  VA  Center  demands  justice  and  readiness  by 
your  subcommittee. 

Notwithstanding  at  least  three  other  cases  involving  other  veter- 
ans and  the  Dallas  VA  Medical  Center,  who  are  prepared  to  testify, 
I  beg  to  share  with  you  here  on  my  personal  experience. 

As  a  committee  chair,  appointed,  of  the  Black  Congressional  Cau- 
cus Veteran  Brain  Trust/POW-MIA  Committee,  I  had  just  returned 
from  California  following  my  testimony  before  Congresswoman 
Maxine  Waters  at  the  Western  Regional  Mid  Conference  Black 
Caucus.  Upon  my  return  of  March  19,  1992,  I  entered  the  Dallas 
VA  Hospital  for  my  weekly  PTSD  counsehng  session  with  my  psy- 
chologist of  seven  years.  Dr.  Jack  Fudge. 

I  explained  to  Dr.  Fudge  that  I  was  going  to  the  emergency  room 
for  the  removal  of  a  painful  boil  that  had  risen  on  my  butt.  I  have 
had  these  boils  before,  but  I  had  never  before  sought  treatment  at 
the  VA  hospital  for  this  minor  procedure. 

It  is  worth  mentioning  to  you  that  up  to  this  time  my  relation- 
ship and  rapport  with  the  Dallas  VA  Medical  Center  and  its  staff 
had  been  positive  and  admirable,  although  many  of  my  veteran 
friends  were  experiencing  serious  problems. 

Congressman  Evans,  Uttle  did  I  know  or  reaUze  that  the  lancing 
of  a  boil  by  the  Dallas  VA  Hospital  would  nearly  be  fatal,  put  me 
in  a  coma,  cause  permanent  damage  to  my  lungs  and  inflict  incal- 
culable mental  anguish  upon  me,  my  wife,  and  my  family. 

Since  suffering  at  the  hands  of  these  medical  incompetents,  the 
Dallas  VA  has  lied,  deceived,  covered  up,  falsified  records  and  sig- 
natures, and  removed  many  of  my  medical  records  in  an  effort  to 
obstruct  justice.  These  matters  I,  of  course,  seek  to  remedy  under 
the  law  in  Federal  court. 

Congressman  Evans,  for  the  sake  of  other  veterans  who  have 
been  and  are  continuing  to  be  killed,  injured,  and  mentally  dam- 
aged by  a  broken  and  dangerous  health  system  for  veterans,  I  im- 
plore you  and  the  Texas  Members  of  the  Veterans  Affairs  Commit- 
tee to  conduct  an  investigation  and  hearing  with  regards  to  the 
Dallas  VA  Medical  Center.  You  would  do  well  to  also  investigate 
the  Houston  and  San  Antonio  Medical  Centers  as  well,  no  less  com- 
pelling, these  horror  stories  keep  emerging  from  them  also. 

I  am  enclosing  some  of  my  medical  records  and  the  names  of 
some  fellow  veterans  who  are  willing  to  provide  their  stories.  As  a 
POW-MIA  Committee  Chair  for  the  Congressional  Black  Caucus 
Veteran  Brain  Trust  £ind  member  of  several  veterans'  organiza- 
tions, the  DAV,  VFW,  WA,  and  the  American  Legion,  I  urge  you 
and  your  subcommittee  to  act  on  these  matters  of  most  importance. 

I  want  to  say  to  you  that  I  brought  a  briefcase  full  of  medical 
evidence  that  would  terrify  you.  You  can  read  them  for  the  rest  of 
your  life,  and  it  will  not  teU  what  really  happened  to  me. 

These  people  have  falsified  doctors'  signatures — ^which  is  the 
same  as  if  they  were  lying  to  Congress — to  cover  up  the  magnitude 
of  what  have  occurred  to  me. 
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I  want  you  to  know  that  I  am  crushed.  I  have  encountered  every 
obstacle  that  you  can  imagine  in  trjdng  to  pursue  this  case.  Attor- 
neys are  reluctant  to  look  into  my  case.  Hospital  staff  and  even  vet- 
erans' organizations  have  turned  their  back  because  they  didn't 
want  to  kick  in  the  door  at  the  VA. 

There  wasn't  a  veteran  in  America  that  supported  the  VA  hos- 
pital system  as  much  as  I  did.  Because,  for  the  last  seven  years, 
I  have  undergone  extensive  PTSD  counseling  by  my  doctors,  I  was 
on  the  road  to  recovery.  I  started  to  have  a  normal  life.  I  was  off 
of  drugs  and  alcohol.  I  was  starting  to  have  a  relationship  with  my 
family.  I  was  able  to  get  along  with  my  community  and  my  fellow 
veteran  friends. 

All  of  a  sudden,  I  am  slammed  back  into  that  same  traumatic 
event  more  horrible  than  Vietnam  because  the  VA  has  decided  that 
they  are  not  going  to  be  accountable  for  what  has  happened  to  me. 

I  have  a  lot  of  questions  that  I  do  want  to  ask.  And  hopefully  I 
can  get  some  answers  if  not  now,  before  I  leave  Washington,  DC. 

First  of  all,  can  the  VA  face  criminal  offenses  for  what  has  hap- 
pened? 

Secondly — give  me  a  moment  to  get  my  composure,  please. 

Can  a  VA  doctor  forge  medical  evidence  and  medical  records? 

Can  a  law  suit  and  not  a  tort  claim  be  filed  against  the  Depart- 
ment of  Veterans  Affairs? 

Do  I  ever  have  to  again  be  at  the  hands  of  the  VA? 

And  the  VA  is  a  discriminatory  process  that  won't  allow  veterans 
to  go  seek  any  other  medicsd  treatment  outside.  They  do  what  they 
want  to  with  us.  They  are  in  complete  control.  There  is  nothing 
that  a  veteran  can  do,  about  what  the  VA  has  to  offer. 

Our  President  is  talking  about  a  health  care  plan  for  this  coun- 
try, and  he  has  not  once  mentioned  the  veterans.  We  are  suffering 
because  patient  health  c£ire  is  not  a  priority  with  this  system.  It 
is  research  and — ^they  hate  this  word— experimental. 

But  what  happened  to  me  wasn't  research.  It  takes  years  for  re- 
search. What  happened  to  me  was  experimental,  and  that  is  what 
they  were  doing.  They  were  experimenting  on  me  for  a  couple  of 
hours.  This  is  what  occurred. 

I  am  asking  you,  sir,  for  you  to  please  send  a  field  team  to  Dallas 
and  investigate  these  charges.  You  will  find  that  I  am  telling  you 
the  truth. 

Thank  you  for  your  time  and  your  patience.  And  I  am  emotion- 
ally disturbed  right  now,  and  I  hope  you  understand. 

[The  prepared  statement  of  Mr.  Blackwell  appears  on  p.  119.] 

Mr.  Evans.  Thank  you.  Mr.  Blackwell,  I  would  be  glad  to  meet 
with  you  after  this  hearing  has  been  concluded  and  talk  about  your 
individual  case.  How  you  were  treated  and  what  evidence  you  have. 
If  you  have  the  opportunity  to  stay,  I  would  be  glad  to  meet  with 
you.  Thank  you  very  much. 

Ms.  Waters.  Mr.  Chairman,  I  want  to  take  a  moment  to  thank 
Mr.  Blackwell  for  sharing  his  soul  with  us.  It  is  a  very  precious 
moment. 

I  want  you  to  feel  good  that  you  were  able  to  come  here  and  do 
this  today.  This  is  what  we  need  in  these  halls,  we  need  to  hear 
from  real  people  with  real  problems.  You  have  allowed  yourself  to 
be  vulnerable.  Thank  you  very  much. 
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Mr.  Evans.  Thank  you,  Mr.  Blackwell. 
Dr.  Rosenheck. 

STATEMENT  OF  ROBERT  ROSENHECK 

Mr.  Rosenheck.  I  am  Dr.  Robert  Rosenheck  of  the  VA's  North- 
east Program  Evaluation  Center,  which  is  the  evaluation  division 
for  the  division  of  PTSD. 

The  national  center  was  established  in  1984  to  bring  together  the 
best  research  in  the  VA  with  clinical  care.  The  goal  of  the  national 
center  was  to  unite  our  best  minds  and  our  best  scientific  resources 
to  devote  them  to  improving  services  for  veterans  with  PTSD.  The 
national  center  has  conducted  a  number  of  studies  and  has  a  num- 
ber of  studies  in  process  involving  further  analyzes  of  the  NVVRS 
as  well  as  other  studies  on  the  care  of  African-Americans  in  the 
VA. 

At  this  time,  the  national  center,  last  summer,  convened  a  na- 
tional conference  of  experts  on  the  care  of  ethnic  minority  Ameri- 
cans. And  a  book  will  be  coming  out  which  will  summarize  the  find- 
ings of  that  difference. 

But  the  goal  of  the  national  center  and  of  the  Northeast  Program 
Evaluation  Center  is  to  unite  scientific  research  with  direct  clinical 
care.  My  mission  is  to  monitor  the  care  and  the  effectiveness  of 
care  at  every  one  of  the  specialized  PTSD  programs.  When  the 
NWRS  emerged,  this  body  became  aware  that  there  were  severe 
problems  of  PTSD  in  the  United  States  of  America,  and  since  that 
time  has  contributed  substantial  funds  to  developing  programs. 

We  live  in  an  era  of  health  care  accountability.  When  money  is 
spent,  we  need  to  know,  is  it  being  spent  where  it  belongs;  are  the 
programs  serving  the  people  they  are  supposed  to  be  serving;  and 
is  the  treatment  effective? 

And  it  is  my  job  to  monitor  those  activities,  and  I  will  share  some 
findings  with  you.  I  am,  in  a  certain  sense,  an  antimanaged  care 
person.  Managed  care  is  the  way  in  which  we  deliver  less  services 
to  save  money.  What  I  do,  and  what  we  do,  is  to  make  sure  that 
more  services  go  to  those  suffering  from  PTSD  and  that  those  serv- 
ices are  effective. 

Let  me  say  first — and  I  appreciate  very  much  what  Dr.  Parsons 
said — ^veterans,  Vietnam  veterans  have  great  strengths,  much  as 
we  need  to  attend  to  their  problems.  They  are,  first  of  all,  Ameri- 
cans. That  is  why  they  entered  the  military,  and  that  is  why  they 
fought  in  Vietnam. 

African-American  veterans  are  particularly  subject  to  factors  that 
affect  all  Americans  who  are  African-American.  And  I  must  say 
that  in  the  last  year  we  have  seen  a  cascade  of  articles  in  the  lead- 
ing medical  journals  showing  that  the  differences  in  health  status 
between  the  well  to  do  in  this  country  and  the  poor  in  this  country 
has  gotten  worse.  That  gap  has  expanded. 

While  the  health  of  Americans  generally  has  improved  consider- 
ably in  recent  decades,  the  health  of  the  poor  has  shown  less  im- 
provement. We  have  seen  a  number  of  articles,  and  these  are  not 
about  VA,  and  these  are  not  mental  health,  showing  that  African- 
Americans  get  less  health  care  services  than  other  Americans.  And 
they  often  get  less  effective  services. 
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Against  this  record,  the  VA  is  doing  quite  well,  and  I  have  some 
good  news.  But  I  also  have  some  disconcerting  news  that  needs  far- 
ther exploration. 

Because  of  the  rich  data  available  from  the  NWRS,  we  have  un- 
dertaken to  analyze  that  data  to  find  and  develop  all  findings  of 
relevance  for  planning  of  programming  for  the  VA. 

First,  we  studied  the  question  of  whether  Afi*ican-American  vet- 
erans choose  the  VA  or  non-VA  services  when  they  have  a  choice? 

And  it  appears  that  when  one  takes  into  account  differences  in 
income,  differences  in  illness,  differences  in  where  you  live,  Afti- 
can-Americans  choose  the  VA  rather  than  non-VA  providers  for 
their  mental  health  care. 

Afi^can-Americans  are  more  likely  to  use  VA  mental  health  serv- 
ices than  other  veterans,  and  they  are  substantially  less  likely  to 
use  non-VA  services. 

In  a  discussion  of  this  finding  with  a  well-known  black  psychia- 
trist, he  suggested  that  while  Afi*ican-Americans  such  as  himself 
always  expect  and  anticipate  prejudice,  that  as  an  institution  of  the 
Federal  Government,  there  is  more  chance  for  recourse  and  there 
is  more  chance  for  a  fair  hearing. 

The  second  finding  is  that  black  Vietnam  veterans  seeking  help 
from  VA  for  PTSD  are  poorer  and  have  more  substance  abuse  prob- 
lems than  other  veterans.  We  were  heartened  to  see  that  these  vet- 
erans more  than  others  get  additional  services  specifically  targeted 
at  substance  abuse.  And  in  our  outcome  study  we  found  that  A&i- 
can-Americ£in  veterans  showed  more  improvement  in  their  employ- 
ment than  did  other  veterans. 

I  should  say  also  that  it  appears  from  our  data  that  black  veter- 
ans using  VA  services  are  as  satisfied  with  services  as  other 
veterans. 

We  found  also,  however,  that  black  veterans  participate  in  treat- 
ment somewhat  shorter  than  other  veterans  and  get  somewhat 
fewer  services.  When  they  are  treated  by  black  clinicians,  these  dif- 
ferences are  smaller.  This,  we  feel,  is  evidence  that  supports  cur- 
rent efforts  to  recruit  minority  clinicians. 

I  should  say  in  closing  that  among  the  most  important  of  our 
findings  are  that  clinical  improvement  is  similar  for  black  and 
nonblack  Americsins  and  that  we  are  continuing  our  studies  to 
identify  areas  where  VA  can  improve  its  health  care  for  all 
veterans. 

[The  prepared  statement  of  Dr.  Rosenheck  appears  on  p.  72.] 

Mr.  Evans.  Thank  you,  doctor. 

I  want  to  address  a  few  issues.  First,  I  am  pleased  that  Jesse 
Brown  has  met  with  Mrs.  Clinton.  I  don't  know  all  the  details  of 
the  national  health  care  plan  that  will  be  announced,  but  Secretary 
Brown  is  seeking  eligibility  reform  as  part  of  this  package  and  the 
goal  is  to  give  veterans  a  choice  in  their  local  communities  between 

§oing  to  VA  if  it  is  there  locally,  or  to  a  community  based  provider. 
0  at  least  that  is  a  general  outline,  from  what  I  understand. 
My  question  is  will  most  veterans  choose  to  go  to  local  facilities 
or  will  they  stay  with  the  VA? 
I  believe  you  alluded  to  that. 

Mr.  Rosenheck.  Our  data  showed  that  really,  without  question, 
the  veterans  with  PTSD  overwhelmingly  choose  to  go  to  the  VA  for 
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services.  Minority  veterans,  in  general,  choose  VA  over  non-VA 
services. 

There  are  other  studies  when  you  talk  about  the  elderly  in  look- 
ing for  medical  care,  they  may  be  likely  to  seek  services  from  both 
types  of  providers. 

Mr.  Evans.  I  neglected  to  yield  to  the  two  Members  who  have 
joined  us.  Mr.  Bishop  and  Mr.  Kennedy,  if  you  have  any  opening 
remarks,  we  will  be  glad  to  recognize  you  at  this  time. 

OPENING  STATEMENT  OF  HON.  SANFORD  BISHOP 

Mr.  Bishop.  Mr.  Chairman,  I  am  pleased  to  be  here  today  to  par- 
ticipate in  this  hearing  on  post-traumatic  stress  disorder. 

As  you  know,  I  represent  a  large  veteran  population,  and  I  am 
very  interested  in  the  welfare  of  all  veterans  and  particularly  those 
of  African-American  descent. 

I  am  here  to  learn  all  I  can  about  PTSD,  and  I  am  most  inter- 
ested in  signing  on  as  cosponsor  with  Mr.  Evans  to  get  legislation 
passed  on  this  matter. 

The  general  health  and  welfare  of  those  veterans  who  are  af- 
fected by  PTSD  is  both  crucial  to  the  preservation  of  our  families. 

Domestic  violence  has  to  be  stopped,  and  our  children  and  their 
families  must  know  that  life  can  exist  without  the  presence  of  fam- 
ily violence. 

Several  months  ago,  CNN  did  a  special  on  domestic  violence  in 
Albany,  GA.  And  the  high  rate  of  incidence  was  appalling.  And  I 
would  like  to  know  specifically,  if  possible,  how  much  of  this  vio- 
lence is  related  to  post-traumatic  stress  disorder. 

Stress  can  be  brought  about  by  many  factors,  but  I  want  to  do 
whatever  I  can  to  reduce  the  high  rate  of  incidence  in  our  district 
and  in  the  country. 

If  it  is  war-related,  I  feel  that  we,  as  a  committee,  and  as  a  Con- 
gress, we  have  an  obligation  to  investigate  the  issue  and  see  to  it 
that  the  resources  are  provided  by  the  Department  of  Veterans  Af- 
fairs to  assist  all  affected  individuals. 

And  with  that,  Mr.  Chairman,  I  want  to  thank  you  for  convening 
the  hearing,  particularly  at  this  time  during  the  incidence  of  the 
Congressional  Black  Caucus  weekend. 

And  I  would  like  to  welcome  all  of  the  veterans  who  have  come 
to  share  in  this  weekend.  And  I  think  this  is  a  very  substantive 
issue  and  very  timely.  And  I  am  happy  to  be  a  participant  and  to 
have  so  many  folks  come  to  Washington  to  participate. 

Mr.  Evans.  Thank  you  very  much.  We  look  forward  to  working 
with  you. 

Congressman  Kennedy. 

OPENING  STATEMENT  OF  HON.  JOSEPH  P.  KENNEDY  H 

Mr.  Kennedy.  Thank  you.  First  of  all,  I  want  to  apologize  for 
being  late.  And  I  have  to  leave  the  hearing  early  today,  but  I  want 
to  thank  you  in  particular  for  having  this  hearing  and  thank  Chair- 
man Montgomery  for  being  here. 

I  think  it  is  important  to  recognize  that  this  hearing  occurs  really 
because  of  Lane  Evans'  deep  commitment  and  long-standing  com- 
mitment to  Vietnam-era  veterans,  to  veterans  that  all  too  often  do 
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not  have  their  issues  brought  forward  here  in  Washington.  And  I 
thank  him. 

And  I  want  to  thank  the  Congressional  Black  Caucus  for  pushing 
for  this  hearing  and  the  Congressional  Black  Veterans  Brain  Trust. 

I  have  always  wanted  to  meet  a  Congressman  who  was  a  mem- 
ber of  a  brain  trust,  but  Sanford  happens  to  be  a  member  along 
with  Corrine  Brown  and  CharUe  Rangel,  all  of  which  have  shown 
a  deep  commitment  to  getting  at  some  of  the  causes  of  the  difficul- 
ties that  black  veterans  in  particular  have  faced. 

I  see  Ron  Armstead,  and  I  saw  Gimny  Branch  in  the  audience 
earher.  There  are  a  number  of  groups  in  the  country  that  deal  with 
the  problems  that  black  veterans  have  faced.  Black  veterans  served 
in  Vietnam  and  many  other  conflicts  that  this  country  has  been  in- 
volved with  in  tremendous  and  very  courageous  fashion. 

The  incidence  of  PTSD  with  Vietnam  veterans  has  been  much 
higher  for  black  veterans  than  any  other  race,  and  yet  we  have  not 
necessarily  seen  the  VA  designate  appropriate  resoinrces,  given  the 
higher  incidences  that  have  occurred.  So  I  think  that  there  are  lots 
of  steps  that  can  be  taken. 

We  have  heard  of  programs  this  morning  from  several  of  the 
panelists.  I  want  to  thank  them  for  their  testimony. 

And,  Lane,  I  just  wanted  to  let  you  know  that  I  look  forward  to 
following  up  on  some  of  the  ideas  that  we  hear  put  forth  this  morn- 
ing in  terms  of  legislative  action  if  needed.  If  not,  working  with 
Jesse  Brown  and  making  sure  that  the  black  veterans'  needs  are 
addressed. 

And  I  want  to  particularly  thank  so  many  of  the  groups  and  or- 
ganizations that  operate  throughout  the  country  looking  out  for  the 
interests  of  black  and  other  minority  veterans  that  have  not  nec- 
essarily been  addressed  by  the  Congress  and  by  the  VA. 

So  thank  you  all  very  much. 

And,  Chairman  Evans,  thank  you. 

Mr.  Evans.  Thank  you.  Congressman. 

Does  anyone  else  have  questions  of  this  panel? 

Mr.  Chairman. 

Mr.  Montgomery.  Thank  you,  Mr.  Chairman. 

Mr.  Poag  made  the  comment  about  African-Americans  compris- 
ing a  large  percentage  of  the  frontline  troops  in  Vietnam.  I  am 
proud  that  I  went  to  Vietnam  as  a  Member  of  Congress  more  than 
any  other  Member  of  Congress.  At  that  time.  Members  steered 
away  from  Vietnam,  for  what  reason  I  do  not  know. 

But  I  did  go  there  many  times,  and  I  went  to  the  front  lines  and 
what  you  said  is  exactly  right.  A  large  percentage  of  those  that 
were  carrying  the  rifles  were  African-Americans  and  it  makes 
sense  when  you  are  right  there  so  close  in  combat  that  you  would 
have  more  PTSD.  I  appreciate  you  pointing  that  out  this  morning. 

Mr.  Poag.  Thank  you  very  much,  Mr.  Chairman.  I  appreciate  it. 

Mr.  Evans.  We  have  a  number  of  written  questions  that  we  will 
submit  to  you.  I  luiderstand  that  Minority  Counsel  will  also  be  sub- 
mitting some  questions.  Your  answers  to  those  questions  will  be 
made  a  part  of  this  hearing  record. 

(See  p.  121.) 

Mr.  Kennedy.  Excuse  me.  I  want  to  ask  one  brief  question.  I 
have  understood  that  despite  this  sort  of  anecdotal  information. 
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and  Chairman  Montgomery  has  confirmed  as  well,  that  there  have 
not  been  any  epidemiological  studies  done  by  the  VA  on  this  issue. 

Do  any  of  you  want  to  comment  on  this? 

Mr.  ROSENHECK.  Yes,  there  have  been.  The  NWRS.  The  find- 
ings— the  source  of  that  data  was  that  there  was  a  higher  incidence 
of  PTSD  among  black  veterans  along  with  adjustment  problems 
and  problems  of  violence,  particularly  since  there  was  concern 
about  violence. 

Violence  is  one  of  the  problems  that  we  are  most  effective  in 
treating.  We  see  the  most  dramatic  improvement  in  that  area. 

Mr.  Evans.  The  Research  Triangle  study  showed  that  there  was 
need  for  further  study. 

Mr.  Kennedy.  I  understood  that  there  was  further  need  for  study 
on  that  issue. 

Mr.  POAG.  The  study  showed  a  higher  relationship  to  combat  and 
the  high  prevalence  of  post-traumatic  stress  disorder.  There  wasn't 
any  kuid  of  shortcoming  on  the  part  of  African-American  veterans. 
That  was  a  relationship  between  high  exposure  to  stress  and  war 
or  combat  in  relation  to  the  incidence  of  diagnosable  post-traumatic 
stress  disorder. 

Mr.  Kennedy.  But  was  there  not  at  least  the  need  for  some  fur- 
ther study  of  the  issue,  Mr.  Poag? 

Mr.  POAG.  Absolutely.  The  Research  Triangle  Institute  made  that 
recommendation. 

Mr.  Kennedy.  Based  on  what?  Explain  that. 

Mr.  Poag.  That  their  findings  and  reasons  and  the  causes  for 
those  findings  needed  to  be  looked  into. 

Mr.  Kennedy.  Okay.  Fine. 

Thank  you,  Mr.  Chairman. 

Mr.  Evans.  As  Congresswoman  Waters  said,  there  were  more 
combat  participants  among  Afi:ican-Americans  in  the  Persian  Gulf, 

Mr.  Poag.  We  are  starting  to  see  Persian  Gulf  veterans  coming 
into  the  centers  and  in  Grand  Rapids.  We  have  Persian  Gulf  veter- 
ans who  are  already  amongst  the  homeless.  We  have  had  parades 
just  recently,  but  now  we  are  starting  to  see  them  among  the 
homeless  population. 

Mr.  Evans.  Experiencing  in  many  cases  specific  illnesses  as  well 
which  are  related  to  the  Persian  Gulf? 

Mr.  Poag.  Experiencing  readjustment  problems,  post-traumatic 
stress  disorder,  and  some  of  the  same  kinds  of  problems  that  we 
see  with  Vietnam  veterans. 

Mr.  Evans.  That  suggests  further  studies  of  those  particular  is- 
sues as  well. 

We  want  to  thank  you  all  for  testifying  today,  and  we  appreciate 
your  very  powerful  testimony. 

The  members  of  our  second  panel  are  Dr.  Alyce  Gullattee,  Car- 
men Wilson,  Michael  Kocher,  and  Dr.  James  Woodard. 

We  invite  them  to  come  forward  at  this  time. 

Dr.  Gullattee  is  with  the  National  Medical  Association  and  ap- 
pears before  the  subcommittee  today  to  present  the  statement  of 
Dr.  Carl  Bell  of  the  Community  Mental  Health  Council,  Chicago, 
Illinois. 

Carmen  serves  as  Executive  Director  of  Project  COURAGE,  Indi- 
anapohs,  Indiana. 
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Michael  is  the  Director  of  Amerasian  Resettlement  Program, 
Inter  Action,  Washington,  DC. 

Dr.  Woodard  is  an  Assistant  District  Director  for  Congressman 
Joseph  Moakley  in  Boston,  Massachusetts. 

Each  of  your  statements  will  be  made  a  part  of  the  record.  You 
may  summarize  as  you  wish. 

Doctor,  we  will  start  with  you.  Please  pull  the  microphone  di- 
rectly in  front  of  you. 

STATEMENTS  OF  DR.  ALYCE  GULXATTEE,  NATIONAL  MEDICAL 
ASSOCIATION,  REPRESENTING  DR.  CARL  C.  BELL,  COMMU- 
NITY MENTAL  HEALTH  COUNCIL,  CHICAGO,  IL;  CARMEN  W. 
WILSON  II,  EXECUTIVE  DIRECTOR,  PROJECT  COURAGE,  IN- 
DIANAPOLIS, IN;  MICHAEL  KOCHER,  DIRECTOR,  AMERASIAN 
RESETTLEMENT  PROGRAM,  INTERACTION,  WASHINGTON, 
DC;  AND  DR.  JAMES  W.  WOODWARD,  ASSISTANT  DISTRICT 
DIRECTOR,  OFFICE  OF  CONGRESSMAN  JOSEPH  MOAKLEY, 
BOSTON,  MA 

STATEMENT  OF  DR,  ALYCE  GUALLATTEE 

Dr.  GULLATTEE.  Thank  you  for  the  opportunity  to  present  Dr. 
Carl  Bell's  document. 

I  am  Alyce  Gullattee  from  the  National  Medical  Association.  I  am 
a  practicing  psychiatrist,  and  I  ana  an  Associate  Professor  of  Psy- 
chiatry at  Howard  University  College  of  Medicine  and  the  Director 
of  the  Institution  of  Substance  Abuse  at  Howard  University.  I  prac- 
tice addiction  medicine. 

Sigmund  Freud  predicted  that  human  beings  were  destined  to  re- 
peat an  endless  cycle  of  identifying  and  forgetting  the  effects  of 
traumatic  stress  on  human  life.  He  proposed  this  cycle  would  occur 
because  of  our  narcissistic  need  to  pretend  we  are  in  control  of  our 
existence.  Surely,  it  is  painful  for  us  to  recognize  that  we  have  no 
control  over  our  environmental  circumstances,  which  like  traumatic 
stress,  could  cause  significant  alterations  in  one's  mental  life.  True 
to  Freud's  prediction,  human  beings  have  repeatedly  identified 
traumatic  stress  as  a  major  factor  in  human  life,  only  to  disregard 
it  later. 

The  problem  of  traumatic  stress  was  first  clearly  identified  in 
World  War  I  as  "shell  shock"  also  known  as  "traumatic  neurosis." 
In  World  War  II  and  the  Korean  War,  it  was  reidentified  as  "com- 
bat fatigue."  Following  the  Vietnam  War,  we  have  rediscovered 
traumatic  stress  in  the  form  of  "jwst-traumatic  stress  disorder." 

Despite  rediscovering  traumatic  stress  in  the  form  of  PTSD,  we 
still  have  not  proven  psychological  mature  enough  to  appropriately 
address  this  important  dynamic  in  human  life.  Post-traumatic 
stress  disorder  continues  to  be  a  second-class  diagnosis.  For  exam- 
ple, mental  health  centers  in  Illinois  cannot  bill  the  Medicade  Clin- 
ic Option  for  services  rendered  to  a  patient  so  diagnosed.  Further, 
the  diagnosis  conditions  to  be  unidentified  in  various  populations, 
namely,  military  Eind  civilian,  misdiagnosed,  and  underestimated 
regarding  its  significant  impact  on  individual  daily  life.  Even  its 
existence  as  a  legitimate  psychiatric  disorder  has  been  questioned. 

Society  needs  to  be  greatly  concerned  with  this  issue  but  that 
concern  needs  to  extend  further  than  the  mihtary  populations  that 
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we  know  are  at  high  risk  to  being  exposed  to  a  traumatic  stressor. 
The  AmericEin  Psychiatric  Association  Diagnostic  and  Statistical 
Manual,  Third  Edition,  Revised,  defined  a  traumatic  stressor  as  a 
psychologically  distressing  event  that  is  outside  the  range  of  ususil 
human  experience  and  as  a  stressor  which  would  be  markedly  dis- 
tressing to  almost  anyone  and  is  usually  experienced  with  intense 
fear,  terror,  and  helplessness.  There  are  many  people  within  the 
United  States  that  are  exposed  to  traumatic  stressors  of  a  mag- 
nitude that  could  cause  them  to  have  post-traumatic  stress  dis- 
order. Similar  to  the  problems  veterans  experience,  these  popu- 
lations' needs  are  going  unaddressed  by  the  society. 

The  traumatic  stress  of  witnessing  violence  or  being  the  victim 
of  violence  has  caused  a  population  of  African- American  children  to 
suffer  PTSD.  Concern  regarding  these  children  spurred  research  at 
the  Community  Mental  Health  Council.  Ten  years  ago,  we  were 
aware  of  the  levels  of  violence  within  the  African- American  commu- 
nity and  were  cognizant  that  African-American  children  were  often 
exposed  to  violence  reflected  in  national  statistics.  As  a  result  of 
our  concern,  we  began  researching  issues  concerning  African-Amer- 
ican children  exposed  to  violence.  The  article  "Community  Violence 
and  Children  on  Chicago's  Southside"  in  Psychiatry,  Volume  56, 
February  of  1993,  provides  a  detailed  summary  of  our  original  re- 
search, but,  for  the  purpose  of  this  congressional  record,  I  will  high- 
Hght  our  findings  in  our  early  work. 

Our  first  survey  completed  in  1984,  explored  children  and  vio- 
lence via  a  survey  of  536  elementary  schoolchildren  in  the  second, 
fourth,  sixth,  and  eighth  grades  at  three  inner  city  grade  schools. 
One  in  four  children  witnessed  a  shooting,  and  30  percent  had  seen 
someone  get  stabbed.  A  retreat  using  a  smaller  subgroup  of  the 
original  sample  of  children  was  conducted  in  order  to  explore  inter- 
vention methods  for  the  children's  trauma  and  to  discover  preven- 
tion methods  to  avoid  future  violence.  Different  methods  of  teach- 
ing children,  conflict  resolution  skills,  and  ways  to  avoid  violence 
were  successful.  But  it  was  important  to  first  debrief  the  child  who 
was  exposed  to  violence.  Only  then  did  it  become  possible  to  talk 
to  them  about  issues  related  to  the  prevention  of  violence.  Family 
violence  was  the  factor  that  encouraged  these  children's  propensity 
towards  violence,  their  exposure  to  violence  on  TV  nor  whether 
their  peers  encouraged  them  to  be  violent. 

Dr.  Robert  Pynoos  at  UCLA  coined  the  term  "dose  exposure" 
which  refers  to  a  child's  amount  of  direct  exposure  to  violence  the 
dose  exposure  is  a  major  determining  factor  in  the  sequelae  of  that 
exposure.  Dr.  Pynoos  studied  the  impact  of  a  playground  shooting 
at  a  Los  Angeles  grammar  school.  Children  were  exposed  on  three 
levels,  children  on  the  playground  being  shot  and  shot  at;  children 
in  the  school  who  heard  the  shots;  and  children  who  were  away 
from  school  that  day  but  heard  about  the  shooting.  Children  di- 
rectly exposed  to  the  violence  suffered  the  greatest  impact  of  the 
stress,  and  some  developed  PTSD.  Children  who  heard  the  shots 
from  their  classrooms  but  were  not  directly  exposed  became  upset 
and  concerned,  but  their  distress  did  not  qualify  as  PTSD.  Children 
who  heard  about  the  shooting  reacted  similarly  to  children  in  the 
classroom  who  were  not  directly  exposed. 
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There  were  exceptions  to  these  general  findings.  First  some  di- 
rectly exposed  children  used  the  experience  as  a  major  motivating 
factor  and  obtained  more  control  over  their  lives.  They  found  the 
distress  of  income  a  helpless  situation  untenable  £ind  instead  of  col- 
lapsing, they  gained  skills  to  prepare  for  the  future.  Some  children 
firmly  decided  to  pursue  careers  as  physicians  in  order  to  treat  vic- 
tims if  they  were  ever  again  in  an  attack  situation. 

Major  distress  symptoms  were  also  seen  in  children  not  directly 
exposed  to  the  violence  in  the  playground.  They  either  only  heard 
the  shots  or  heard  about  the  shooting.  These  children  had  pre- 
viously directly  experienced  significant  violence,  and  the  school 
ground  incident  caused  their  old  traumatic  memories  and  fears  to 
resurface. 

Finally,  children  not  directly  exposed  but  who  were  good  finends 
of  the  children  shot  and  killed  were  at  risk  of  having  severe  grief 
reactions.  Thus,  Pynoos's  studies  confirm  our  observations  that  di- 
rect exposure  to  family  violence  has  the  potential  to  produce  a  neg- 
ative coping  response  to  violence,  that  is,  to  become  violent  as  the 
best  defense  is  a  good  offense,  or  the  development  of  PTSD. 

While  TV  violence  or  peer  support  of  violence  are  probable  fac- 
tors encouraging  violence,  society  and  government  must  deal  with 
a  child's  direct  exposure  to  be  successfiil  in  an  intervention. 
Pynoos's  work  explored  inoculating  factors  which  cause  some  chil- 
dren exposed  to  significant  stressors  not  to  succumb  and  other  fac- 
tors which  cause  other  children  not  directly  exposed  to  significant 
stressors  to  still  have  unhealthy  coping  responses. 

In  1990,  the  Community  Mental  Health  Council  screened  1035 
students  from  four  high  schools  and  two  elementary  schools  who 
participated  in  violence  prevention  workshops  sponsored  by  the 
Council's  Victims  Services  Program.  An  article  on  the  program  en- 
titled "Advocacy,  Research,  and  Service  to  Prevent  Violence  and 
Treat  Victims,"  in  Hospital  and  Community  Psychiatry  Journal,  43, 
page  1134  to  1136  in  1992,  and  is  attached  and  sent  to  those  of  you 
who  received  this  document.  Nearly  half  of  the  students  had  been 
personally  victimized,  which  included  being  threatened  with  a 
weapon,  with  11  percent  reporting  they  had  been  shot  at,  three 
percent  having  been  shot,  and  four  percent  having  been  stabbed. 
Threats  of  attack  with  a  gun,  17  percent  or  a  knife,  23  percent, 
were  the  most  frequent  types  of  victimization. 

Further,  nearly  one  in  four  of  these  children  reported  they  had 
personally  witnessed  a  murder.  In  addition,  one-third  of  the  stu- 
dents reported  that  they  had  carried  a  weapon,  usually  a  knife, 
with  12  percent  indicating  that  they  had  injured  someone  with  a 
knife  or  a  gun. 

An  examination  of  factors  related  to  exposure  to  violence  found 
the  strongest  predictor  of  witnessing,  victimization,  and  perpetua- 
tion was  canying  a  weapon.  Thus,  we  again  discovered  evidence 
that  exposure  to  violence  and  perpetration  of  violence  may  be  relat- 
ed and  addressing  one  without  addressing  the  other  is  short-sight- 
ed. 

The  Community  Mental  Health  Council  has  also  screened  psy- 
chiatric and  medical  outpatients  regarding  personal  experiences  of 
physical  and  sexual  assault.  Twenty-three  percent  of  mentally  ill 
youth  and  12  percent  of  medical  clinic  youths  knew  of  someone  who 
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had  been  raped,  and  19  percent  of  the  medical  patients  and  14  per- 
cent of  the  psychiatric  outpatients  knew  of  someone  who  had  been 
murdered.  Six  percent  and  two  percent  of  the  psychiatric  and  medi- 
cal outpatient  youth  respectively  reported  being  victims  of  sexual 
assault.  And  37  and  18  percent  reported  being  victims  of  physical 
assault. 

In  summary,  our  early  work  survejdng  children  and  adolescents 
on  the  Southside  of  Chicago  revealed  that  some  of  these  children 
have  considerable  exposure  to  violence  either  as  victims  or  as  wit- 
nesses and  survivors,  having  close  others  victimized. 

Most  recently  in  1992,  my  colleague.  Dr.  Esther  Jenkins,  Ph.D., 
professor  of  psychology  at  Chicago  State  University,  and  I  have 
completed  research  on  a  sample  of  203  African-American  students 
from  a  public  high  school  on  Chicago's  Southside.  This  study,  which 
will  be  published  in  Anxiety  Disorders  in  African-Americans,  edited 
by  S.  Friedman,  New  York,  Springer  Publishing  Company,  found 
that  almost  two-thirds  of  the  students  indicated  that  they  wit- 
nessed a  shooting,  and  45  percent  reported  they  had  seen  someone 
killed.  Further,  one  quarter  reported  witnessing  a  shooting,  stab- 
bing, and  a  killing. 

Our  theory  of  why  these  percentages  have  increased  from  our 
earlier  studies  is  that  during  our  most  recent  study,  violence  in 
Chicago  was  reaching  record  levels,  while  previous  studies  were 
being  done  while  violence  was  waning, 

Tlus  last  study  clearly  indicated  that  boys  and  girls  respond  dif- 
ferently to  exposure.  Girls  report  significantly  higher  levels  of  dis- 
tress, while  boys  were  significantly  more  likely  to  report  that  they 
carried  a  gun  and  were  prepared  to  fight  in  self  defense.  We  found 
significant  relationships  between  psychological  distress  and  all  four 
types  of  violence  exposure. 

The  bottom  line  of  the  research  is  that  the  severity  of  the  expo- 
sure to  violence  that  some  Afi*ican-American  children  experience  is 
great  enough  to  be  classified  as  a  traumatic  stressor,  capable  of  in- 
ducing PTSD.  Contrary  to  popular  belief,  children  do  not  become 
immune  to  exposure  to  violence.  Rather,  they  are  at  greater  risk 
for  other  sequelae  ranging  from  engaging  in  high  risk-taking  be- 
haviors, having  a  foreshortened  sense  of  their  future,  using  drugs, 
having  school  performance  problems,  getting  depressed,  et  cetera. 

Currently,  efforts  are  being  made  to  address  this  problem  nation- 
wide. Because  of  the  advocacy  of  Aftican-American  physicians,  the 
issue  of  responding  to  violence  in  the  Nation  has  taken  a  different 
turn. 

In  the  late  1970s,  Aftican-American  physicians  involved  in  public 
health  began  to  examine  the  issue  of  violence  from  a  public  health 
perspective  to  determine  if  such  an  approach  could  assist  in  the 
prevention  of  certain  forms  of  violence.  Clearly,  the  criminal  justice 
system  approach  is  to  intervene  after  the  violence  has  occurred, 
while  a  public  health  approach  would  seek  to  prevent  certain  forms 
of  violence.  Thus,  based  on  a  firm  understanding  of  the  cir- 
cumstances of  violence,  Aftican-American  physicians  have  been 
suggesting  that  predatory  violence,  such  as  violence  in  which  the 
perpetrator  consciously  initiates  behavior  that  can  result  in  vio- 
lence such  as  taking  a  gun  out  of  the  house  with  the  intent  to  rob 
someone,  be  handled  by  the  criminal  justice  system  as  its  motiva- 
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tion  is  certainly  in  nature,  while  interpersonal  altercation  violence, 
such  as  violence  that  begins  as  a  harmless  argument  which  esca- 
lates into  physical  violence,  and  possibly  homicide  and  in  which 
neither  party  to  the  violence  had  prior  intent  to  do  violence,  such 
as  a  husband  and  wife  argument  that  ends  up  in  a  homicide,  be 
addressed  through  various  public  health  prevention  strategies.  The 
Nation  has  been  slow  in  adopting  this  perspective,  but  there  is  now 
some  movement  towards  this  approach. 

The  National  Institutes  of  Health  has  issued  several  grants  to 
sites  around  the  country  in  order  to  develop  curriculum  designed 
to  address  students'  risk-taking  behaviors  such  as  inappropriate 
sexual  behavior,  drug  use,  and  violence. 

One  of  the  issues  being  explored  is  children's  exposure  to 
stressors  that  may  promote  their  increased  likelihood  of  taking 
dangerous  risks.  National  institutions  and  private  foundations 
have  placed  violence  on  research  agendas  and  are  interested  in  pro- 
viding resources  to  address  the  problem. 

The  National  Medical  Association  understands  the  need  to  ad- 
dress this  problem  and  in  1986  began  to  design  pubUc  policy  to 
build  an  infrastructure  in  a  mjrriad  of  institutions.  More  recently, 
the  American  Medical  Association  addressed  the  physicians'  re- 
sponsibilities in  identifying  and  addressing  family  violence. 

I  want  the  House  Veterans'  Affairs  Subcommittee  to  understand 
that  some  children  in  America  suffer  from  PTSD  due  to  exposure 
to  family  and  community  violence.  The  PTSD  experienced  by  the 
children  and  postwar  veterans  is  similar.  When  the  subcommittee 
addresses  PTSD  in  African-American  veterans,  they  should  seek 
the  opportimity  to  address  the  same  issue  of  PTSD  African-Amer- 
ican children.  Studies  have  shown  that  African-American  veterans 
who  developed  PTSD  did  so  in  the  context  of  being  previously  ex- 
posed to  violence  either  as  victims  or  witness  to  violence  as 
children. 

The  subcommittee  can  prevent  further  PTSD  development  in  fu- 
ture American  veterans  by  addressing  the  issue  of  early  exposure 
to  violence  and  other  traumatic  stressors  in  African-American 
children. 

Of  course,  the  same  logic  applies  to  other  ethnic  groups  in  soci- 
ety, but  pubhc  health  logic  dictates  you  first  place  the  most  re- 
sources where  they  would  do  the  most  good.  There  is  evidence  that 
nonwhite  veterans  suffered  more  PTSD  than  did  white  veterans 
due  to  previous  exposure  to  violence  or  other  traumatic  stressors. 
Combining  resources  devoted  to  addressing  PTSD  in  African-Amer- 
ican veterans  with  funds  designated  for  other  residents  of  the  com- 
munity would  be  more  efficient  and  economically  effective. 

Finally,  the  summarizations  of  the  research  completed  by  the 
Community  Mental  Health  Council  on  traumatic  stressors  dem- 
onstrates the  usefulness  of  our  findings  in  relation  to  resolving  the 
issues  of  PTSD  in  veterans.  But  unless  the  subcommittee  links  the 
issues  of  traumatic  stressors  impacting  veterans  with  the  issues  of 
traumatic  stressors  impacting  the  community  two  sources  of  re- 
search information  useful  to  both  sides  may  never  meet  and  the  op- 
portxinity  for  sjmergy  will  be  lost. 

Thank  you  for  the  opportxmity  to  provide  testimony  on  the  issue 
of  traumatic  stressors  as  I  feel  facing  this  issue  early  on  gives  us 
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the  one  clear  opportunity  to  prevent  damaging  consequences  later. 
Certainly  our  experience  in  dealing  with  traumatic  stressors  on  the 
front  lines  of  war  has  shown  the  rapid  and  direct  approach  to  be 
a  valid  one. 

This  is  the  conclusion  of  Dr.  Bell's  statement  written  and  sent  to 
you.  I  should  like,  however,  to  call  to  your  attention  the  following 
incidence  in  which  I  have  been  personally  involved.  We  understand 
that  those  persons  who  now  have  the  greatest  problems  with  PTSD 
are  the  baby  boomers,  those  who  were  in  the  Vietnam  War,  but 
now  have  cluldren  of  their  own. 

There  is  such  a  phenomenon  that  is  called  Specific  Incident 
Traumatic  Stress  Disorder  where  someone  who  has  PTSD  being  ex- 
posed to  a  stressftd  situation  will  have  what  is  called  an  "anamnes- 
tic reaction"  and  will  behave  as  if  he  or  she  were  experiencing  the 
initial  stressor  and,  as  a  result,  the  action  may  be  one  of  violence. 

There  is  the  phenomenon  of  depersonalization  that  occurs  in 
those  who  suffer  from  post-traumatic  stress  disorder  where  acts  are 
carried  out  without  conscious  and  cognitive  involvement  on  the 
part  of  the  individual  where  it  is  as  if  the  individual  is  watching 
the  act  at  a  distance,  although  he  or  she  may  be  actually  carrying 
out  that  act. 

Recently  I  had  a  young  man  who  has  PTSD  tell  me  that  he  has 
often  thought  now,  since  shooting  has  become  so  common,  what  it 
would  be  like  to  see  a  head  cut  off  and  to  watch  it  roll  and  would 
not  the  person  be  surprised  to  recognize  that  they  were  without 
their  head. 

For  those  who  are  in  readiness  for  combat,  I  have  been  told  that 
the  level  of  anxiety  when  they  are  first  placed  on  watch  and  \yait 
for  attacks  builds  up  to  momentous  capacity  and  although  in  time 
they  can  manage  this  if  they  do  not  go  into  fighting  for  up  to  four 
months,  that  by  five  months  they  have  to  do  something  to  minimize 
their  anxiety,  psychological  pain,  and  the  stress.  So  they  may  begin 
drinking,  smoking  marijuana.  And  if  they  go  up  to  a  year  without 
actually  fighting,  that  it  is  possible  that  if  other  opiate  drugs  are 
available  to  them,  that  they  will  then  use  them. 

Mention  was  made  of  the  Desert  Storm  veterans.  We  see  some 
of  them.  Although  they  do  not  go  to  the  VA  hospital,  they  may 
come  to  us.  And  the  kinds  of  problems  that  they  have  far  outweigh 
the  kinds  that  has  been  defined  as  post-traumatic  stress  disorder 
because  it  not  only  includes  the  psychological  impact  of  what  that 
particular  war  did  to  them  but  the  medical  overlay  and  the  once- 
again  mysterious  notions  of  what  illnesses  have  impacted  upon 
them  and  what  that  will  do  to  them  in  the  years  to  come. 

Many  of  these  people  are  younger  than  those  who  were  part  of 
the  Vietnam  veteran  war  era.  It  grieves  me  to  think  what  the  year 
2000  is  going  to  bring  in  terms  of  individuals  who  by  then  will  pos- 
sibly be  in  their  early  50s,  followed  by  a  group  of  young  people  who 
have  essentially  experienced,  in  an  obtuse  way,  a  similar  phenome- 
non as  that  which  was  experienced  by  those  that  went  to  the  Viet- 
nam War,  namely  our  Desert  Storm  and  now  our  country  being  the 
watchdog  for  democracy  for  the  rest  of  the  world  and  being  the 
peace  keeper,  for  all  of  those  who  are  anticipating  being  sent. 

I  have  a  grandson  that  suffered  post-traumatic  stress  disorder.  I 
have  a  grandson  who  is  in  the  service  who  indicated  that  he  has 
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been  put  on  wait  to  possibly  go  to  Bosnia-Herzegovina.  And  I  can 
already  hear  the  anxiety  in  the  mind  of  this  highly  intelUgent 
young  man.  This  verifies  not  only  that  which  Dr.  Bell  has  studied, 
but  that  which  I  have  seen  as  a  practicing  physician.  And  I  implore 
you  to  look  carefully  at  what  your  actions  will  be  as  they  relate  to 
providing  adequate  funds  to  study  the  evolution,  the  triggers  of  vio- 
lence, and  tragedy  of  post-traumatic  stress  disorder.  It  is  never 
going  away.  We  have  only  now  named  it.  But  it  will  be  there  in 
perhaps  some  other  form  in  the  year  2000. 

I  thank  you. 

[The  prepared  statement  of  Dr.  GuUattee  appears  on  p.  80.] 

Mr.  Evans.  Thank  you  very  much.  I  want  to  commend  your  testi- 
mony to  each  and  every  member  of  our  committee.  It  is  a  good 
summary  of  where  we  have  been,  where  we  are  now  and,  hopefiiUy, 
where  we  are  going  to  go.  We  appreciate  it  very  much.  And  I  will 
have  a  few  questions  for  you. 

At  this  time,  I  am  very  pleased  to  introduce  and  recognize  Con- 
gressman Charlie  Rangel  who  started  the  Veteran's  Brain  Trust 
when  no  one  else  was  paying  attention.  CharUe  Rangel  is  deeply 
and  personally  involved  himself  in  these  issues.  It  is  because  he  is 
a  good  legislator,  he  cares  and  he  is  a  veteran.  We  are  very  pleased 
to  recognize  him  at  this  time. 

OPENING  STATEMENT  OF  CHARLES  B.  RANGEL,  A  REP- 
RESENTATIVE IN  CONGRESS  FROM  THE  STATE  OF  NEW 
YORK 

Mr.  Rangel.  I  first  came  here  to  welcome  you.  As  much  as  we 
think  we  know  here  in  the  Congress,  unless  we  have  this  exchange 
and  hsten  to  the  people  that  attempt  to  help  or  have  been  the  vic- 
tim of  different  types  inequities,  then  we  wiU  be  reading  and  carry- 
ing out  our  own  press  releases.  And  so  you  have  no  idea  how  im- 
portant it  is  that  you  would  come  participate.  Because  you  don't  do 
it  just  for  yourself.  You  do  it  for  so  many  others.  Some  that  cannot 
get  here.  Some  that  cannot  afford  to  be  here.  Some  that  are  phys- 
ically impaired  and  some  that  just  don't  know  that  their  presence 
and  political  force  can  make  a  difference.  And  of  course,  for  the  wit- 
nesses that  take  the  time  to  share  their  eloquence  but  more  impor- 
tantly their  expertise  with  us  so  we  just  don  t  feel  sorry,  but  so  that 
you  can  motivate  us  and  point  us  in  the  right  direction  as  to  what 
we  can  and  should  be  doing. 

And  lastly  is  to  talk  about  Chairman  Lane.  I  don't  know  how  you 
think  we  operate  in  the  Congress,  but  most  of  the  time  we  pay  a 
lot  of  attention  to  those  people  that  we  are  trying  to  persuade  to 
get  their  vote.  There  are  two  people  that  are  really  left  alone  that 
you  don't  talk  to  and  you  don't  lobby  with.  And  that  is  the  group 
that  you  know  that,  no  matter  what  you  did  or  said  or  proved,  that 
they  are  not  going  to  change  their  minds  and  give  you  support. 

And  the  other  group  that  you  don't  talk  with,  unfortxinately,  are 
those  people  when  you  come  for  the  vote  you  find  out  that  they  are 
ahead  of  you  and  they  are  doing  somethmg  more  progressive  than 
your  idea  that  you  are  asking  for  support  with.  Lane  Evans  falls 
into  that  category.  Long  before  the  veterans  had  demanded  that 
they  get  to  the  agenda — this  is  not  a  profile  in  courage,  Lane — dur- 
ing the  Black  Caucus  weekend,  the  chairman  as  a  p^  of  Veterans' 
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Affairs  was  providing  that  leadership  in  making  certain  that  those 
that  fought,  that  served,  that  advanced  our  national  interests,  that 
when  the  service  was  completed  that  they  not  be  discarded  as  you 
would  a  weapon  that  has  served  its  usefulness,  that  you  had  a  par- 
ticular obligation  to  those  people  that  not  only  put  their  hves,  their 
mental  and  physical  conditions  on  the  line,  but  they  did  it  for  their 
families,  they  did  it  for  their  communities,  and  they  did  it  for  our 
country. 

And  so,  if  we  are  going  to  be  believed  by  any  other  nations,  we 
can  only  be  measured  by  how  we  treat  our  own.  And  what  is  the 
level  of  morality  that  is  involved  in  how  we  take  care  of  them.  So 
for  those  people  that  beUeve  that — that  I  advocate  giving  veterans 
an  unfair  advantage,  they  are  right.  Because  they  were  treated  un- 
fairly in  being  selected  or  being  forced  to  volunteer  and  to  take  un- 
fair risks  while  other  people,  not  only  were  not  made  uncomfort- 
able, but  some  actually  benefited. 

So  it  just  seems  to  me  that  whatever  you  can  ask  us  to  do,  that 
it  just  makes  my  job  a  lot  easier  to  know  that  Lane  is  one  of  those 
people  that  is  way  ahead  of  us  in  doing  it. 

Now,  some  people  have  said  as  related  to  the  caucus  of  veterans 
thing  that  I  am  not  in  charge  any  longer.  Well,  at  64  years  old  for 
those  people  who  have  reached  that  age  where  you  have  to  be  able 
to  develop  the  technique  to  allow  young  aggressive  people  to  believe 
that  they  are  in  charge  and  then  at  the  same  time,  be  there.  So 
you  won't  see  my  name  in  a  lot  of  speeches.  Bishop  will  be  out 
there  doing  his  thing.  But  don't  think  that  you  are  going  to  get  rid 
of  me  that  easily.  I  am  still  going  to  be  there. 

Thank  you. 

Mr.  Evans.  Thank  you.  Congressman  Rangel.  We  know  that  we 
can  continue  to  count  on  you  in  the  future  for  all  the  help  that  you 
have  given  us  in  the  past. 

Mr.  Wilson,  we  will  proceed  with  you. 

STATEMENT  OF  CARMEN  W.  WILSON  II 

Mr.  Wilson.  Thank  you.  I  would  like  to  start  by  thanking  Con- 
gressman Lane  Evans  for  this  opportunity.  It  is  the  xiltimate  oppor- 
tunity to  discuss  a  subject  near  and  dear  to  my  heart.  Thus,  I  hope 
to  provide  some  insight  by  discussion. 

During  1968  and  1969,  I  served  in  Vietnam.  My  initial  experi- 
ence in  service  delivery  to  veterans  was  as  a  veterans'  counselor. 
Subsequently,  I  served  as  director  and  deputy  director  of  Veterans 
Affairs  for  the  State  of  Indiana. 

Over  the  last  20  years,  I  have  observed  changes  in  the  Federal 
Department  of  Veterans  Affairs.  These  changes  have  provided  some 
veterans  access  to  the  best  medical  care  available.  At  the  same 
time,  other  veterans  are  denied  medical  care  that  the  Federal  Gov- 
ernment had  contracted  to  provide. 

Countless  experts  have  concluded,  as  a  result  of  scientific  re- 
search and  other  observations,  that  many  young  men  and  women 
who  went  fi-om  high  schools,  factories,  colleges  and  street  comers 
to  Vietnam  jvmgles  within  12  months  were  psychologically  scarred. 

A  study  was  ordered  by  Congress  and  conducted  by  the  Research 
Triangle  Institute.  That  report  found  that  15  percent  of  those  who 
served  were  still  suffering  from  PTSD.  The  length  of  war,  stress 
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from  exposure  to  a  life-threatening  situation,  emotional  instability, 
and  the  war's  unpopularity  were  factors  contributing  to  the  dis- 
order. 

A  quick  calculation  reveals  that  15  percent  of  the  approximately 
three  and  one-half  million  servicemen  and  women  leaves  450,000 
veterans  who  may  be  suffering  from  PTSD. 

However,  the  Department  of  Veterans  Affairs  is  paying  com- 
pensation for  PTSD  to  only  40,456  veterans.  Of  that  number,  603 
veterans  have  less  than  a  ten  percent  disability  rating.  Clearly  the 
greatest  percentage  of  veterans  suffering  from  PTSD  are  not  being 
compensated  for  their  disabihty. 

The  effects  of  PTSD  have  been  devastating  to  America.  Most  of 
the  experience  caused  by  this  human  suffering  has  resulted  in  a 
psychological  and  financial  burden  to  local  governments.  A  sub- 
stantial proportion  of  indigent  patients  receiving  care  at  locally 
funded  medical  facilities  are  eligible  for  treatment  at  veterans  fa- 
cihties.  However,  a  lack  of  training  in  the  diagnosis  of  PTSD  by 
personnel  at  community  medical  centers  allows  the  illness  to  go  un- 
treated. 

Making  matters  worse,  many  famihes  have  been  torn  apart  £ind 
destroyed  because  this  illness  has  remained  untreated.  Large  per- 
centages of  criminal  behavior  and  substance  abuse  are  nothing 
more  than  manifestations  of  untreated  cases  of  PTSD,  Further  re- 
search may  reveal  a  relationship  between  the  increase  of  violent  ac- 
tivity among  teens  and  the  effects  of  PTSD  on  families. 

Although  the  veterans  community  has  started  to  heal,  recent 
events  often  exacerbate  the  sense  of  finstration  and  resentment 
many  former  GIs  have.  Many  veterans  felt  betrayed  when  the 
United  States  granted  asylum  to  Vietnam  refugees.  They  were  enti- 
tled to  welfare,  food  stamps,  and  medical  care.  Ironically,  Vietnam 
combat  veterans  were  denied  these  same  benefits  under  various 
circumstances. 

Some  veterans  were  displeased  when  the  United  States  ceremo- 
niously forgave  Vietnam  for  killing  approximately  60,000  Ameri- 
cans during  the  war.  The  two  countries  have  agreed  in  principle  to 
normalize  relationships  and  to  pursue  business  opportunities. 

A  disproportionate  percentage  of  Afirican-American  veterans  are 
experiencing  tremendous  difficulty  in  obtaining  gainfiil  employ- 
ment because  they  were  issued  other  than  honorable  discharges  for 
minor  incidents.  Reports  from  several  national  organizations  clear- 
ly indicate  institutional  racism  more  than  likely  was  a  key  motivat- 
ing factor  in  substandard  service. 

A  substantial  amount  of  veterans  are  outraged  at  reports  of  asy- 
lum being  granted  to  Iraqi  prisoners  and  soldiers  who  surrendered 
in  the  Persian  Gulf  conflict.  Three  thousand  four  hundred  and 
forty-two  Iraqis  were  granted  refugee  status.  In  1993,  4,600  Iraqis 
were  resettled  in  the  United  States. 

In  spite  of  these  facts,  African-American  veterans  have  been  able 
to  grow  from  their  experiences.  They  are  currently  involved  in  pro- 
grams that  positively  inspire  and  motivate  at-risk  children.  They 
have  been  able  to  establish  rapport  primarily  because  of  tiieir  mih- 
tary  experience  and  reputation  in  the  Afidcan-American  commu- 
nity. These  efforts  have  been  good  for  the  veterans  because  it  bol- 
sters and  estabhshes  self-esteem. 
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Although  those  veterans  cannot  change  the  past,  they  can  and 
are  doing  some  things  to  improve  the  negative  perceptions  that  so- 
ciety has  of  Vietnam  veterans. 

Previously  rejected  veterans  are  finding  out  that  they  can  be  es- 
pecially usefiil  in  areas  of  prevention,  education,  and  reintegration 
of  incarcerated  youths  between  the  ages  of  eight  and  thirteen  years 
of  age.  Helping  at-risk  youth  is  extremely  important  to  the  healing 
process. 

The  National  Association  of  Black  Veterans,  NAACP,  and 
Tuskegee  Airmen  are  examples  of  African- American  veterans'  orga- 
nizations that  have  been  actively  involved  in  providing  services  to 
at-risk  youth  in  Indianapolis,  Indiana.  In  Wisconsin  the  National 
Association  of  Black  Veterans  have  implemented  several  programs 
that  bring  veterans  and  at-risk  youth  together. 

Another  example  of  an  organizational  approach  is  the  Indisinap- 
olis  chapter  of  Tuskegee  Airmen  that  adopted  a  group  of  school- 
children in  grade  school  last  year. 

Currently,  in  Indianapous,  Indiana,  I  serve  as  Executive  Director 
of  Project  COURAGE.  Project  COURAGE  represents  the  efforts  of 
the  Marion  County  Prosecutor  £ind  Governor  of  Indiana  to  reduce 
incidences  of  illegal  gang  activity  and  violence.  It  coordinates  the 
operations  of  law  enforcement,  social-service  agencies,  community- 
based  and  grassroots  organizations  and  dedicated  individuals. 

Vietnam  was  a  difficult  war  for  America.  One  of  the  ways  this 
difficulty  manifested  itself  was  in  a  higher  incidence  of  PTSD 
among  Vietnam  vets.  Not  withholding  this  phenomenon,  the  citi- 
zens who  served  in  Vietnam  gained  valuable  experience  that  can 
be  shared  with  society's  youth.  With  the  continued  support  of  the 
government,  many  Vietnam  veterans  can  begin  to  recover  and  heal. 

I  thank  you. 

Mr.  Evans.  Thank  you  Mr.  Wilson. 

[The  prepared  statement  of  Mr.  Wilson  appears  on  p.  88.] 

Mr.  Evans.  We  will  proceed  with  Dr.  Woodard. 

STATEMENT  OF  DR.  JAMES  W.  WOODARD 

Dr.  Woodard.  Chairman  Evans,  I  might  have  comments  that  do 
not  speak  directly  to  the  issue  of  post-traumatic  stress  disorder. 
However,  my  comments  do  speak  to  the  role  of  African-American 
veterans  and  African-Americans  in  the  nation-building  process  of 
the  United  States. 

I  appreciate  this  opportunity  to  share  my  views  on  the  role  of  the 
military  in  U.S.  foreign  policy.  My  brief  statement  will  address 
three  areas  of  concern:  the  role  of  African-Americans  and  other  mi- 
norities in  helping  to  formulate  foreign  policy;  the  use  of  military 
force  in  the  conduct  of  foreign  policy;  and  a  change  in  the  focus  of 
foreign  policy  considerations. 

My  remarks,  as  an  African-American  Vietnam  veteran,  are  tem- 
pered by  my  knowledge  of  the  negative  attitudes  that  governmental 
policy  makers  have  historically  exhibited  toward  black  Americans 
who  express  opinions  about  U.S.  foreign  policy. 

From  my  studies,  I  remember  the  treatment  of  W.E.B.  DuBois 
and  Paul  Robeson.  I  witnessed  firsthand  what  happened  to  Mal- 
colm X  Shabazz  when  he  sought  to  internationalize  the  unjust 
plight  of  African- Americans.  And  I  was  traumatized  by  the  assas- 
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sination  of  Dr.  Martin  Luther  King,  Jr.,  after  he  began  criticizing 
American  involvement  in  Vietnam.  I  vividly  remember  sitting  and 
staring  at  the  South  China  Sea  for  hours  wondering  what  I  was 
doing  in  Vietnam. 

President  Jimmy  Carter  set  a  precedent  by  choosing  Congress- 
man Andrew  Young  for  the  highly  visible  position  of  U.S.  Ambas- 
sador to  the  United  Nations.  His  tenure,  however,  was  short  lived 
for  publicly  talking  to  the  Palestine  Liberation  Organization.  Yet 
recent  events  confirm  that  Israel  was  doing  so  in  private  all  of 
these  years  while  they  and  the  United  States  Government  refused 
to  recognize  the  legitimacy  of  the  PLO. 

While  secrecy  and  diplomacy  is  essential  for  trust  among  nations, 
as  often  as  is  plausible,  our  government  should  operate  in  the  sun- 
shine. If  Ambassador  Young  had  been  allowed  to  continue  his  ef- 
forts, he  may  well  have  followed  in  the  footsteps  of  Dr.  Ralph  John- 
son Bunche,  who,  while  Under  Secretary  of  the  United  Nations, 
was  awarded  the  Nobel  Peace  Prize  for  mediating  the  first  Arab- 
Israeli  Conflict. 

There  needs  to  be  a  continuing  role  for  Afidcan-Americans  and 
other  minorities  in  the  conduct  of  foreign  policy.  I  implore  you  to 
use  your  positions  to  facilitate  that  participation. 

American  foreign  policy  based  upon  the  use  of  military  force  to 
promote  and  protect  AmericEin  big  business  interests  needs  to  be 
reevaluated.  Our  foreign  policy  should,  instead,  promote  what  we 
espouse;  that  is,  democracy  around  the  world,  human  rights  for  in- 
dividual citizens  of  all  countries,  and  a  sense  of  community  among 
nations. 

For  almost  100  years,  U.S.  foreign  policy  has  been  based  on  "dol- 
lar diplomacy."  John  Boothe  described  it  as  using  U.S.  businessmen 
as  agents  of  foreign  policy  and  "using  the  Department  of  State  to 
promote  U.S.  business  interests." 

More  than  business  persons  and  members  of  the  State  Depart- 
ment promoted  dollar  diplomacy,  however  Marine  Major  General 
Smedley  D.  Butler  stated  in  1935  that,  "I  spent  33  years  and  4 
months  in  active  service  as  a  member  of  our  country's  most  agile 
military  service,  the  Marine  Corps.  I  spent  most  of  my  time  being 
a  high-class  muscleman  for  big  business,  for  Wall  Street,  and  for 
the  bankers.  I  helped  to  make  Mexico  safe  for  American  oil  inter- 
ests in  1914.  I  helped  to  make  Haiti  and  Cuba  a  decent  place  for 
the  National  City  Bank  to  collect  revenues  in.  I  helped  purify  Nica- 
ragua for  the  international  banking  house  of  Brown  Brothers  in 
1909  through  1912.  I  brought  light  to  the  Dominican  RepubHc  for 
American  sugar  interests  in  1916.  I  helped  make  Honduras  right 
for  American  fi*uit  companies  in  1903." 

Despite  our  claim  that  we  are  not  coloniahsts  in  the  sense  that 
European  countries  were,  we  have,  since  the  Spanish  American 
War,  treated  Latin  America  as  our  plantation  and  most  of  the 
world  consider  us  to  be  the  world's  quintessential  imperialistic  na- 
tion. After  all,  we  inhabit  eight  percent  of  the  earth  s  surface;  we 
have  eight  percent  of  the  world's  population,  yet  we  use  one-third 
of  the  earth's  resources. 

I  am  proud  of  my  military  service,  but  I  am  ambivalent  about  my 
Vietnam  experience.  I  know  that  the  United  States,  England,  and 

France  conspired  to  ensure  a  return  of  French  control  over  Indo- 
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china  after  Vietnamese  freedom  fighters  had  supported  alhed  ef- 
forts against  Japan  during  World  War  II.  The  ARVN  captain  who 
was  my  Vietnamese  counterpart  told  me  that  despite  fighting 
alongside  the  Americans  and  the  French,  he  considered  Ho  CM 
Minh  to  be  the  father  of  his  country. 

Soldiers  who  fought  in  Granada,  Panama,  Iraq,  Kuwait,  and 
those  now  in  Somalia  have  and  will  have  questions  about  the  legit- 
imacy of  the  causes  for  which  they  were  sent  into  combat. 

Academicians  who  know  our  history  and  the  reasons  for  our  be- 
havior and  public  officials  who  formulate  policy  have  an  obligation 
to  educate  the  average  citizen  to  the  contradictions  between  our  es- 
poused theory  of  our  behavior,  what  we  say,  and  the  actual  imple- 
mentation of  our  poUcy,  what  we  do. 

The  jingoism  which  our  leaders  encourage  to  foster  nationaUsm 
during  times  of  crises  is  too  often  misplaced.  My  country,  right  or 
wrong,  is  not  necessarily  in  the  best  national  security  interests  of 
the  United  States.  Why  not,  "Our  country,  let's  make  it  right." 

Thank  you. 

Mr.  Evans.  Thank  you,  doctor. 

[The  prepared  statement  of  Dr.  Woodard  appears  on  p.  100.] 

Mr.  Evans.  Mr.  Kocher. 

STATEMENT  OF  MICHAEL  KOCHER 

Mr.  Kocher.  Mr.  Chairman,  ladies  and  gentlemen,  my  name  is 
Michael  Kocher,  and  I  am  Director  of  the  Amerasian  Resettlement 
Program  for  InterAction. 

I  want  to  also  thank  you  for  the  opportunity  to  testify  here  today 
on  the  topic  of  Vietnamese  Afi*o-Amerasians  and  issues  involving 
African-Americgui  veterans  and  community. 

I  want  to  thank  Mr.  Ron  Armstead  of  the  Veterans  Brain  Trust 
for  befriending  me  as  we  addressed  this  topic. 

InterAction  is  a  membership  organization  for  the  154  U.S.-based 
private  voluntary  organizations  engaged  in  humanitarian  assist- 
ance. For  the  past  four  years,  InterAction  has  been  partner  to  a  co- 
operative agreement  with  the  Office  of  Refiigee  Resettlement/U.S. 
Department  of  Health  and  Human  Services  for  the  purpose  of  sup- 
porting local  community  efforts  to  enhance  the  services  provided  to 
Vietnamese  Amerasians  and  their  families. 

This  is  a  relatively  new  group  in  this  country,  and  included  in 
this  group  are  thousands  of  Afro- Amerasians.  They  are  the  off- 
spring of  Vietnamese  women  and  U.S.  personnel  stationed  in  Viet- 
nam during  the  war. 

When  the  U.S.  left  Vietnam  in  1975,  thousands  of  Amerasian 
children  were  left  behind.  While  some  men  tried  and  succeeded  in 
bringing  their  children  to  this  country,  the  overwhelming  majority 
of  these  children  remained  in  Vietnam.  While  many  were  raised  by 
their  mothers  or  relatives,  others  were  absmdoned  and  forced  to 
live  in  orphanages,  foster  homes,  or  in  the  streets. 

Historically,  Vietneim  is  a  racially  homogeneous  society.  For  a  va- 
riety of  cultural  and  political  reasons,  Amerasians  are  often  se- 
verely discriminated  against  and  made  to  hve  on  the  poorest  mar- 
gins of  that  society. 
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Interviews  in  Vietnam  and  resettlement  experience  in  this  coun- 
try suggest  that  Afro-Amerasians  generally  receive  the  harshest 
treatment  in  Vietnam,  including  violence. 

While  studies  in  this  area  are  lacking,  I  submit  to  you  that  many 
of  these  young  people  exhibit  symptoms  of  PTSD.  I  would  like  to 
refer  all  of  you  to  an  attached  New  York  Times  article  written  in 
November,  1992,  which  explores  this  matter  in  some  length. 

By  way  of  background,  and  briefly,  in  1982,  the  U.S.  began  ac- 
cepting small  numbers  of  Amerasians  under  the  Orderly  Departure 
Program.  In  1984,  Secretary  of  State  George  Schultz  announced 
that  the  U.S.  would  accept  all  Amerasian  children  and  their  quali- 
fying family  members. 

In  September,  1987,  the  U.S.  and  Vietnam  reached  agreement 
under  a  bilateral  program  allowing  increased  resettlement  of 
Amerasians. 

In  December  of  1987,  Congress  passed  the  Amerasian  Home- 
coming Act  allowing  Amerasians  and  family  members  admission  to 
the  U.S.  as  immigrants.  The  legislation  took  ejffect  in  March,  1988, 
with  the  expectation  that  at  most  25,000  to  30,000  individuals 
would  resettle  here  under  its  provisions.  To  date,  approximately 
80,000  individuals  have  come  to  the  United  States  under  this  legis- 
lation with  an  additional  3,500  expected  in  fiscal  year  1994.  This 
includes  approximately  20,000  Amerasian  young  adults  of  which 
approximately  5,000  are  Afro-Amerasian. 

Once  here,  these  yoimg  people,  who  now  average  21  years  of  age, 
resettle  in  numerous  cluster  sites  around  the  country  where  they 
are  met  and  receive  services  from  voluntary  resettlement  agencies. 
In  my  role  with  InterAction,  Mr.  Chairman,  I  work  closely  with 
these  resettlement  agencies  and  communities  as  they  welcome  and 
serve  this  population. 

Briefly,  all  immigrants  and  refugees,  regardless  of  ethnicity  and 
coimtry  of  origin,  must  make  significant  adjustments  when  they 
move  to  the  U.S.  Amerasians,  however,  and  due  to  their  unique  cir- 
cumstances, especially  Afi-o-Amerasians,  have  several  different  is- 
sues which  cause  strain  to  themselves  and  those  around  them. 

(1)  Low  self-esteem  and  identity  confusion — ^As  noted, 
Amerasians  grew  up  markedly  different  in  homogenous  Vietnamese 
society.  Marginalized,  generally  quite  poor,  and  lacking  any  social 
group  to  confer  a  positive  identity,  Aft-o-Amerasians  may  have  low 
self-esteem  resulting  in  self  hatred  and  an  attempt  to  deny  their 
African- American  heritage. 

The  New  York  Times  article  goes  into  this  in  some  detail.  This 
might  be  heightened  upon  arrival  in  the  United  States  with  real- 
ization that  cultural  and  language  barriers  keep  them  isolated  fi-om 
Afidcan-American  communities  and  that  U.S.  society  possesses  se- 
vere racigd  problems  of  its  own. 

(2)  Low  education  levels  and  few  transferable  job  skill — Though 
not  officially  denied  access  to  schools  in  Vietnam,  few  Amerasians 
entered  the  United  States  with  education.  Most  Amerasians  had 
little  formal  schooling  and  most  do  not  attend  American  high 
schools.  Illiteracy  in  both  Vietnsimese  and  English  is  commonplace, 
with  local  service  providers  reporting  that  illiteracy  is  of  special 
concern  regarding  Afi*o- Amerasians. 
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Similarly,  most  arrive  in  the  U.S.  without  appropriate  job  skills. 
While  local  agencies  do  tell  us  that  employment  counseling  is  pro- 
vided and  most  report  that  Amerasians  go  to  work  soon  after  arriv- 
al, vocational  training  opportunities  are  few,  and  Amerasians  face 
the  prospect  of  minimum  wage  work  as  their  only  long-term  option. 

(3)  Unreahstic  expectation  of  reunion  with  their  father. 
Amerasians  grew  up  without  a  father  in  a  strict  patrilineal  society 
which  confers  identity  from  the  father's  family  and  ancestors. 
Those  of  you  who  spent  time  in  Vietnam  know  titds  better  than  I. 
Many  harbor  hopes  of  finding  their  fathers  in  the  United  States, 
while  most  have  little  information  to  do  this.  This  is  an  extremely 
complex,  emotional  area  involving  agency  caseworkers  and  local 
Red  Cross  staflf  trained  to  counsel  as  well  as  carry  out  the  actual 
tracing. 

To  date,  roughly  three  percent  of  the  Amerasian  population  have 
located  their  fathers. 

It  should  be  noted,  Mr.  Chairman,  that  Red  Cross  workers  pro- 
vide Amerasians  with  a  located  father's  phone  number  only  with 
the  father's  consent.  Obviously,  whether  ultimately  successful  or 
not,  the  father  search  issue  is  a  difficult  one  for  all  involved. 
Amerasians  may  have  to  deal  with  unfullfilled  dreams  or  tensions 
with  the  biological  mother  or  siblings. 

Similarly,  a  father  who  is  located  may  have  imresolved  feelings 
about  his  experience  in  Vietnam,  as  well  as  his  own  family  which 
may  or  may  not  welcome  the  knowledge  that  he  left  a  child  behind 
in  Vietnam.  I  believe  the  father  search  issues  will  increase  in  im- 
portance as  local  agencies  staff  report  most  Amerasians  express  a 
strong  interest  in  fmding  their  fathers.  Some  Amerasians  resettled 
three  to  five  years  ago  are  only  now  letting  it  be  known  that  they 
do  have  information  about  their  fathers  and  wish  to  try  to  find 
them. 

Without  question,  Mr.  Chairman,  Vietnamese  Amerasians  and 
especially  Afro-Amerasians  face  problems  here  in  the  U.S.  Simi- 
larly African-American  veterans  in  conmiunities  face  difficulties  in 
welcoming  these  young  people  to  their  commimities. 

But  there  have  been  successes,  and  initiatives  do  exist  which  are 
working.  Mentor  programs,  for  example,  matching  Afiican-Ameri- 
cans  and  A&ican-American  veterans  with  Afro-Amerasians  can  be 
beneficial.  Local  resettlement  experience  shows  that  these  matches 
when  carefully  screened  can  have  a  positive  effect.  It  is  only 
through  exposure  and  positive  reinforcement  tiiat  the  young  Afro- 
Amerasian  is  able  to  embrace  both  halves  of  their  heritage. 

Additionally,  African-American  veterans  now  serving  as  volun- 
teers have  told  me  that  they  value  highly  their  mentor  relationship 
with  these  young  people.  Some  have  stated  that  the  mentor  rela- 
tionship has  aided  not  only  the  youth  but  themselves  as  well  as 
they  have  been  able  to  come  to  terms  with  their  time  in  Vietnam 
as  a  result.  I  strongly  beheve  that  veterans  groups  must  be  encour- 
aged to  reach  out  to  these  young  people. 

Parallels  between  Amerasian  young  adults  and  other  disadvan- 
taged minority  groups  in  this  country  suggest  that  Amerasians  and 
Afro-Amerasians  are  excellent  candidates  for  inclusion  in  Federal, 
State,  and  local  youth  and  young  adult  initiatives.  lUiteracy  and 
unemplojrment  are  critical  areas  of  concern. 
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In  conclusion,  Mr.  Chairman,  I  urge  you  and  your  colleagues  to 
remember  the  Vietnamese  Amerasians  as  a  whole  and  Afro- 
Amerasians  specifically  as  you  continue  to  address  issues  involving 
African-American  veterans  and  community. 

Thank  you,  Mr.  Chairman,  for  the  opportunity  to  testify  here 
today.  I  will  be  happy  to  answer  questions. 

[The  prepared  statement  of  Mr.  Kocher  appears  on  p.  93.] 

Mr.  Evans.  Dr.  Woodard,  we  don't  normally  receive  testimony 
about  foreign  affairs  before  this  committee.  I  think  it  is  helpful.  If 
you  don't  have  a  foreign  policy  people  feel  proud  of,  that  doesn't 
live  up  to  the  best  ideals,  people  come  home  with  that  notion  and 
I  think  it  is  a  contributing  factor  in  post-traumatic  stress  disorder. 
If  you  practice  gun  boat  diplomacy,  you  can  expect  boat  people  in 
your  harbors.  We  have  seen  that  as  a  result  of  the  Vietnam  experi- 
ence and  other  interventions. 

Then  you  see  the  corresponding  problems  that  Mr.  Wilson  talked 
about  where  veterans  of  other  wars  feel  that  they  are  not  being 
treated  as  well  as  other  casualties  of  the  war,  kids  or  what  have 
you,  I  think  was  instructive,  and  I  appreciate  you  summeirizing 
what  you  see  as  the  problem  with  our  foreign  policy. 

We  thank  you  all  very  much.  I  do  have  some  specific  questions. 
I  will  start  with  Dr.  GuUattee. 

Dr.  Bell  in  his  testimony  talked  about  some  inoculating  factors 
on  page  two  of  that  testimony.  Can  you  give  us  some  examples  of 
some  inoculating  factors  that  may  prevent  the  development  of  post- 
traumatic stress  disorder  in  the  youths  that  are  exposed  to  vio- 
lence? 

Dr.  GULLATTEE.  I  think  he  probably  had  two  things  in  mind.  As 
you  notice,  he  was  quoting  the  work  that  had  been  done  by  Dr. 
Robert  Pynoos.  Inoculation  would  imply,  based  on  what  he  has  said 
here,  those  kinds  of  factors  that  would  diminish  the  violence  in  in- 
dividuals, instructions  on  how  to  manage  conflict  resolution,  in- 
struction on  how  one  would  go  about  observing  violence  and  not 
having  it  negatively  impact  on  one's  psyche.  There  are  mechanisms 
that  individuals  can  put  in  place  where  they  would  not  be  trauma- 
tized to  the  point  where  they  are  panic  stricken  by  what  occurs 
around  them. 

If  this  were  not  true,  black  Americans  in  this  country  could  not 
survive,  particularly  that  large  number  who  hve  in  the  city,  be- 
cause there  are  very  few  children  even  today  who  do  not  see  trau- 
ma and  violence  of  some  sort  on  an  everyday  existence.  I  give  as 
an  example  a  youngster  who  said — ^he  is  13,  asked  if  he  took  a  gun 
to  school,  he  said  yes.  Why?  Because  I  have  to  have  something 
there  just  in  case  I  need  to  defend  myself.  He  has  not  experienced 
direct  violence,  but  he  feels  that  this  is  the  only  way  he  can  defend 
himself. 

My  generation  would  beat  you  up  or  challenge  with  you  a  stick, 
but  the  modem  generation  uses  the  modem  technology  for  conflict 
resolution.  So  if  one  were  inoculated  with  methodologies  that  would 
help  you  utilize  other  skills  to  overcome  interaction  in  violence  that 
means  at  least  the  impact  of  the  stress  would  be  less.  And  children 
have  to  be  taught  that. 
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I  think  we  overlook  the  fact  that  no  one  teaches  children  how  to 
resolve  conflict.  You  learn  by  example,  and  therefore  that  is  why 
violence  perpetuates  violence. 

Mr.  Evans.  We  have  not  seen  the  details  yet  of  the  national 
health  care  plan  that  is  going  to  be  proposed  by  the  President  soon, 
but  I  have  read  press  accounts  that  said  that  the  mental  health 
coverage  will  be  limited. 

The  veterans  programs  have  been  limited  to  themselves,  but 
would  you  see  it  detrimental  if  mental  health  coverage  is  not  as  ex- 
pansive as  possible  in  dealing  with  the  children? 

Dr.  GULLATTEE.  Absolutely.  Absolutely.  Simply  because  if  one 
were  to  think  that  the  only  person  impacted  by  post-traumatic 
stress  disorder  was  the  individual  who  had  the  diagnosis,  then  we 
will  have  missed  the  impact  of  what  that  individual  has  upon  his 
or  her  partner  or  upon  his  or  her  children  or  extend  it  even  farther 
than  that,  upon  the  community  in  which  he  or  she  might  Uve. 

And  if  not  other  than  only  to  isolate  the  problem  and  treat  it  in 
isolation,  then  you  have  missed  whatever  the  other  problems  are 
that  go  along  with  it. 

So  I  think — ^for  the  longest  time  I  remember  when  I  was  in  train- 
ing, veterans  used  to  come  to  St.  Elizabeth's  Hospital.  Before  we 
had  the  veteran's  hospital  S3rstem.  And  then  when  you  veterans 
took  on  that  responsibiUty,  veterans  no  longer  came  to  St.  Eliza- 
beth. They  were  distributed  throughout  the  various  places.  But  at 
least  they  were  there  if  they  had  significant  others  in  their  Uves, 
those  others  were  privy  to  whatever  the  necessary  therapeutic  mo- 
dalities were.  They  were  available  to  them. 

Once  you  go  into  the  VA  hospital,  only  the  veteran  is  treated  but 
no  one  sells  a  part  of  it.  Case  management  might  obUge  you  to 
interact  with  the  other  persons  in  order  for  you  to  develop  a  plan 
of  resolution  or  a  plan  of  transition  back  into  the  family.  But  it 
means  then  that  the  individual  is  treated  but  the  family  has  to  put 
up  with  whatever  the  problems  were  that  they  lived  with  along 
with  the  veteran  coming  back  to  it. 

It  is  wrong  to  diminish  or  dilute  or  minimize  the  need  for  mental 
health  care  in  this  country.  We  are  one  enormous  volcano  of  emo- 
tional debris.  And  it  is  just — and  we  see  it  all  aroxind  us,  no  matter 
where  we  look.  We  see  it  happening  right  now. 

It  is  Tuireasonable  to  think  that  people  in  Florida,  with  all  the 
trauma  and  deprivation  there,  might  not  think  that  the  only  way, 
to  get  against  these,  have  the  leisure  and  the  monies  to  come  and 
look  in  a  voyeuristic  way  in  this  country  would  not  be  exposed  to 
the  violence  of  robbing  them. 

It  doesn't  make  it  right.  But  the  mentaUty  is  such.  The  same  is 
with  the  veteran.  He  siiffers  fi*om  the  traumatic  stress,  but  that 
emanates  forth  and  radiated  out  into  every  area  of  the  hxmian  en- 
terprise surrounding  him  or  her.  And  if  you  don't  treat  the  family, 
you  have  not  treated  the  Nation.  You  have  just  treated  the  individ- 
ual. 

We  cannot  minimize  mental  health.  And  it  is  not  about  bucks. 
It  is  about  our  having  a  generation  that  will  be  work  productive  in 
order  to  institutionahze  and  protect  that  what  we  say  we  beUeve 
in,  egalitarianism  and  democracy. 
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And  if  you  have  a  group  of  individuals  who  are  psychologically 
out  of  synchronization  or  in  a  time  warp  that  will  not  allow  them 
to  possibly  understand  what  is  going  on  around  them,  we  are  not 
going  to  have  a  world.  We  are  not  going  to  have  that. 

And  I  think  that  we  have  done  our  veterans  a  disservice.  As  a 
result,  veterans  do  what?  They  leave  home;  they  become  homeless. 
If  they  cannot  find  it  applicable  to  them  because  of  insensitivity  on 
the  part  of  treaters,  they  treat  themselves  with  Hquor,  drugs,  ag- 
gressive acting  out  behavior,  and  isolation  and  paranoia. 

So  to  even  not  consider  allowing  mental  health  provisions  to  be 
available  for  those  who  are  in  the  service  and  those  who  are  out 
of  service  and  especially  for  those  who  have  been  exposed  to  the 
impact  of  war  and  who  still  live  every  single  day  with  that,  every 
single  day. 

I  am  a  fifth  generation  of  people  who  have  been  in  the  Armed 
Forces  for  this  country.  And  there  is  not  one  day  that  I  have  not, 
in  my  lifetime,  heard  about  something  having  to  do  with  a  specific 
war  in  which  that  individual  participated,  even  to  the  Civil  War 
with  a  slave  who  had  to  participate  in  the  Civil  War  and  that  had 
been  passed  down. 

It  is  incomprehensible  to  me,  unconscionable,  that  we  would  even 
consider  not  providing  all  the  necessary  treatments  and  services 
available  to  the  people  who  have  put  their  Ufe  on  the  line  in  order 
for  us  to  enjoy  that  when  that  is  what  we  call  the  United  States 
of  America. 

So  if  we  are  saying  anything  at  all  about  minimization  or  dimin- 
ishing mental  health  services,  we  are  essentially  giving  ourselves 
a  death  threat  in  this  country. 

Mr.  Evans.  Thank  you  veiy  much. 

Mr.  Wilson,  concerning  discharges,  do  you  have  any  statistics? 
Other  people  have  reported  that  bad  paper  discharges  are  dis- 
proportionately given  to  minority  veterans.  Do  you  have  any 
figures? 

Mr.  Wilson.  I  don't  have  any  figures  with  me. 

I  might  throw  out  numbers  that  are  unsubstantiated.  I  would  say 
that  as  much  as  a  fifth  of  United  States  Marines,  the  National  As- 
sociation of  Black  Veterans  published  approximately  20  to  25  per- 
cent U.S.  Marines,  were  issued  dishonorable  discharges.  I  suppose 
a  similar  figure  for  £dl  of  the  other  branches  of  the  military. 

If  you  were  to  look  at  the  nature  of  the  discharges,  you  would 
find  out  in  most  cases  there  were  incidents  or  offenses  that,  had 
that  veteran  pursued  or  rebutted  would,  have  kept  them  into  the 
military. 

Mr.  Evans.  We  received  testimony  fi-om  Dr.  Jonathan  Shay  at 
the  annual  hearing  held  on  Vietnam-era  veterans'  issues  who  indi- 
cated that  a  good  many  of  the  offenses  committed  by  Vietnam  vet- 
erans who  receive  bad  paper  discharges  were  at  least  partially 
caused  by  service-connected  PTSD. 

Do  you  have  any  evidence  in  this  regard? 

Mr.  Wilson.  That  evidence  would  be  new  because  we  are  having 
to  go  back  in  history  and  reconstruct  situations.  PTSD  is  a  rather 
recent — is  rather  recently  acknowledged  by  the  Department  of  Vet- 
erans Affairs. 
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Initially,  after  the  Vietnam  War  there  was  a  situation  where 
these  veterans  were  just  considered  problem  individuals.  So  the  re- 
search is  new,  and  we  are  having  to  go  back  and  reconstruct  the 
situations  and  compare  the  psychological  profiles.  A  lot  of  it  we 
really  won't  be  able  to  do  because  people  change. 

At  times,  there  were  discharges  for  reasons  that  really  didn't 
exist,  just  a  situation  where  the  CO  or  first  sergeant  didn't  get 
along  with  that  soldier.  It  is  similar  to  a  plea  bargain  situation: 
rather  than  to  fight  the  system,  give  me  a  discharge,  I  am  tired 
and  ftiistrated;  I  will  go  home;  it  was  nothing  for  me  to  exhibit  ab- 
normal behavior  over  there;  and  now  you  want  me  to  pretend  that 
I  am  in  West  Point  and  I  didn't  have  that  training;  you  do  not  have 
time  to  spend  to  debrief  me  or  train  me  how  I  should  soldier  in  a 
peacetime  situation  or  in  a  United  States  environment;  so  just  let 
me  go  home. 

A  lot  of  times,  the  soldier  doesn't  reahze  the  consequences  of  that 
decision.  I  mean,  that  paper  follows  him  and,  quite  firankly,  puts 
anymore  a  worse  situation  than  a  civiUan  counterpart.  A  civQian 
counterpart  can  get  busted  for  drugs  in  college,  and  that  is  not 
going  to  affect  his  employabiUty  20  years  down  the  road.  I  mean 
tf  he  is  a  minor,  it  coiild  be  expunged  fi*om  his  record.  It  could  be 
reduced  to  a  misdemeanor. 

However,  that  military  service  person  committing  a  lesser  offense 
and  then  discharged  will  have  difficulty  if  not  impossibiUty  of  seek- 
ing Federal  employment.  And  quite  fi-ankly,  I  did  things  20  years 
ago  when  I  was  in  Vietnam  that  I  don't  know  today.  So  it  may  not 
even  be  fair  to  even — ^you  know,  what  is  the  relevance  of  a  faciUty 
record  if  I  apply  for  a  job  and  you  ask  me  what  I  did  20  years  ago. 
I  don't  do  those  things  anymore.  I  am  not  in  Vietnam  anymore.  I 
did  a  lot  of  things  in  Vietnam  that  I  would  not  do  in  the  United 
States.  I  am  using  myself  as  an  example.  I  can't  speak  for  others. 
But  I  am  sure  that  there  are  veterans  who  did  things  while  in  Viet- 
nam that  should  not  inhibit  their  opportunity  for  seeking  a  job 
today.  And  there  is  no  consideration  in  any  of  our  forms  of  redress. 

Mr.  Evans.  Thank  you  very  much. 

Doctor,  I  want  to  send  you  a  copy  of  a  speech  that  I  wrote  called 
"A  Populist  Foreign  Pohcy."  The  CBC  has  been  helpful  in  assisting 
us  to  fashion  a  noninterventionist  foreign  policy.  I  want  you  to 
know  that  these  ideas  will  help  Ron  Delliuns  and  his  associates  in 
developing  that  kind  of  pohcy. 

Mr.  Kocher,  we  appreciate  your  work.  Vietnam  veterans  are  get- 
ting older.  When  I  was  in  Vietnam,  I  met  an  Amerasian  grand- 
child. They  now  average  age  21.  For  some  of  the  people  who  have 
been  reunited  with  their  children,  I  understand  that  it  has  been 
very  therapeutic  for  them  to  go  through  that  process  and  help  them 
deal  with  the  guilt  that  they  faced  as  a  result  of  being  in  that  war. 

I  thank  all  of  you  for  your  excellent  testimony.  It  is  valuable  to 
us,  and  it  will  be  available  to  us  as  we  fashion  legislation  that 
deals  with  some  of  the  problems  that  you  raised. 

Our  next  panel  is  comprised  of  representatives  firom  the  Depart- 
ment of  Veterans  Affairs.  Following  a  five  minute  recess,  we  will 
ask  them  to  come  forward. 

(Recess.) 

/ 
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Mr.  Evans.  If  everyone  could  please  be  seated.  We  will  resume 
with  the  final  witness  panel  which  represents  the  Department  of 
Veterans  Affairs. 

Dr.  David  Law  is  Acting  Associate  Deputy  Chief  Medical  Director 
for  Clinical  Programs.  He  is  accompanied  by  Dr.  Arthur  Blank  the 
Director  of  Readjustment  Counseling  Services  and  Dr.  Larry  Leh- 
man, Associate  Director  of  Psychiatry  and  Mental  Health  Behav- 
ioral Sciences  Service. 

You  may  proceed,  Dr.  Law. 

STATEMENT  OF  DR.  DAVID  LAW,  ACTING  ASSOCIATE  DEPUTY 
CHIEF  MEDICAL  DIRECTOR,  CLINICAL  PROGRAMS;  ACCOM- 
PANIED  BY  DR.  ARTHUR  BLANK,  DIRECTOR,  READJUST- 
MENT  COUNSELING  SERVICES;  AND  DR.  LARRY  LEHMAN,  AS- 
SOCIATE DIRECTOR,  PSYCHIATRY,  MENTAL  HEALTH  BEHAV- 
IORAL SCIENCES  SERVICE 

Dr.  Law.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure  to  appear 
before  the  subcommittee  to  review  the  incidence  of  post-traumatic 
stress  disorder  in  African-American  veterans  and  the  Department 
of  Veterans  Affairs  efforts  to  respond  to  the  needs  of  these  veter- 
ans. 

VA  has  created  a  full  range  of  programs  for  the  care  of  veterans 
suffering  from  PTSD,  including  African-Americans,  and  has  led  the 
nation  and  the  world  in  developing  the  xmderstanding  and  treat- 
ment of  this  disorder. 

Our  specialized  programs  provide  a  continuum  of  care  ranging 
from  intensive  long-term  inpatient  treatment  to  specialized  out- 
patient care  in  VA  medical  centers,  clinics,  and  Vet  Centers.  VA  is 
expanding  these  programs  with  special  funding  from  our  fiscal  year 
1993  appropriation  and  has  requested  additional  expansion  re- 
sources from  Congress  for  fiscal  year  1994. 

VA's  National  Center  for  PTSD  carries  out  a  broad  range  of  mul- 
tidisciplinary  activities  in  research,  education  and  training.  The 
National  Center  established  in  1989  is  a  consortium  of  six  sites. 
Also,  since  1984,  VA's  PTSD  programs  and  VA  ability  to  provide 
PTSD  care  has  been  monitored  by  the  Chief  Medical  Director's  Spe- 
cial Committee  for  PTSD. 

The  National  Vietnam  Veterans  Readjustment  Study,  completed 
in  1988,  found  that  PTSD  could  be  diagnosed  in  15.2  percent  of 
male  Vietnam  veterans,  approximately  480,000  veterans.  And  there 
were  an  additional  11  percent  or  341,000  veterans  who  had  three 
to  five  sjnnptoms  of  PTSD.  Fifty  percent  of  these  Vietnam  theatre 
veterans  with  PTSD  had  other  psychiatric  disorders  such  as  de- 
pression, substance  abuse,  or  anxiety  disorders.  This  study  showed 
that  20.6  percent  of  African-American  Vietnam  veterans  were  suf- 
fering from  PTSD. 

A  current  study  of  Persian  Gulf  veterans  at  five  VAMCs  shows 
an  overall  lower  rate  of  PTSD  among  the  Persian  Gulf  veterans. 
However,  Afi^can-American  veterans  are  experiencing  a  slightly 
higher  rate  of  PTSD  than  the  overall  Persian  Gulf  veteran 
population. 

VA  is  also  tracking  Aftican-American  veterans'  utilization  of  spe- 
cial PTSD  and  readjustment  counseling  programs.  Our  spring  1993 
data  shows  that  approximately  19.8  percent  of  our  PTSD  unit  inpa- 
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tients  were  African-American.  Previous  studies  have  shown  that  17 
percent  of  veterans  seen  in  our  special  outpatient  PTSD  programs 
are  African-American,  and  24  percent  of  Vietnam  theatre  veterans 
seen  in  Vet  Centers  are  African-American. 

These  findings  are  consistent  with  VA-wide  experience  in  which 
approximately  20  percent  of  the  patients  treated  in  all  VA  medical 
centers  are  African-American.  Nationwide  8.6  percent  of  all  veter- 
ans are  African-American  and  African-Americans  as  a  whole  ac- 
count for  12  percent  of  the  U.S.  population. 

VA  continues  studying  how  the  needs  of  African-American  veter- 
ans with  PTSD  can  best  be  met.  Tha  National  Center  for  PTSD  is 
developing  a  proposal  to  apply  the  methodologies  developed  in  the 
epidemiologic  study  of  native  Americans,  native  Hawaiians,  and 
Asian  Pacific  Islander  veterans  to  better  understand  PTSD  in  Afri- 
can-American veterans.  This  is  by  designing  more  ethnically  sen- 
sitive and  better  diagnostic  strategies  and  treatment  approaches. 

VA  has  paid  special  attention  to  the  large  numbers  of  homeless 
African- American  veterans  in  designing  these  programs.  Afi:ican- 
Americans  make  up  40  percent  of  the  more  than  70,000  homeless 
veterans  that  have  been  treated  in  the  VA  homeless  veterans  pro- 
grams. While  those  problems  are  similar  to  those  faced  by  other 
veterans,  African-Americans  are  generally  yoimger  and  more  likely 
to  have  drug  abuse  problems,  but  less  ukely  to  have  severe  psy- 
chiatric problems. 

Since  the  early  1980s,  Readjustment  Counseling  Service  has  had 
eight  special  population  working  groups  composed  of  Vet  Center 
staff  representatives  of  the  respective  populations.  They  work  to 
improve  recruitment  and  retention  of  staff  from  special  populations 
being  treated  and  assure  adequate  outreach  and  counseling  serv- 
ices to  those  identified  groups.  RCS  African-American  veterans 
working  group,  for  an  example,  provides  educational  workshops  to 
Vet  Center  staffs,  develops  recruitment  strategies,  and  serves  as 
consultants  on  the  special  needs  of  Afincan- American  veterans. 

We  are  very  proud  of  the  working  group  that  will  be  participat- 
ing in  the  agenda  of  the  Black  Caucus  this  very  week. 

To  enhance  recruitment,  the  RCS  field  staff  maintains  a  booth  at 
the  National  Annual  Conferences  of  the  African-American  Social 
Workers  and  Psychologists  to  provide  programmatic  and  career-re- 
lated information  to  this  group. 

The  Readjustment  Counseling  Service  is  currently  carrying  out, 
in  collaboration  with  the  VA  National  Center  for  PTSD,  a  prospec- 
tive study  on  a  sample  of  new  Persian  Gulf  cases  at  82  Vet  Centers 
in  order  to  assess  in  the  years  ahead  the  impact  of  wartime  duty 
on  readjustment  and  other  aspects  of  psychological  functioning. 

This  is  the  first  prospective  study  of  war  veterans'  adjustment 
carried  out  by  the  VA.  The  initial  phase  has  demonstrated  an  over- 
all PTSD  prevalence  of  11.5  percent.  Fifteen  percent  of  the  veter- 
ans represented  in  the  sample  were  AfricEin-American.  Upon  com- 
pletion of  all  three  phases  of  this  study,  data  will  contain  unique 
information  regarding  PTSD  in  the  African-American  Persian  Gulf 
population. 

Mr.  Chairman,  we  are  proud  of  the  accompHshments  of  our  Vet 
Center  and  our  special  PTSD  programs.  But  we  are  determined  to 
do  better.  The  data  show  that  African-American  veterans  utilize 
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these  programs  in  proportionately  greater  numbers  than  white 
veterans. 

There  have  been  ongoing  efforts  to  recruit  minority  professional 
staff  to  work  in  these  programs  and  to  train  all  staff  to  recognize 
the  importance  of  cultural  difference  when  treating  minority  veter- 
ans. 

The  National  Center  is  undertaking  further  studies  of  the  influ- 
ence of  cultural  differences  with  the  goal  of  continuing  to  improve 
treatment  approaches  to  African- American  veterans. 

This  concludes  my  testimony.  My  colleagues  and  I  will  be  pleased 
to  respond  to  questions. 

[The  prepared  statement  of  Dr.  Law  appears  on  p.  103.] 

Mr.  Evans.  Thank  you  very  much,  doctor. 

What  is  the  status  of  the  study  on  the  Persian  Gulf  veterans? 

Dr.  Blank.  The  first  phase,  the  intake  phase  of  the  study,  has 
been  carried  out  and  it  is  an  ongoing  study.  There  will  be  periodic 
follow-up,  reinterview  of  folks  over  time. 

Mr.  Evans.  Do  you  know  when  we  might  get  some  initial  analy- 
sis? 

Dr.  Blank.  We  can  get  you  a  report  of  intake  phase  at  this  point. 

And,  secondly,  the  first  follow-up  data  which  came  after  several 
months  is  now  being  worked  up  by  the  National  Center  £ind  I  think 
will  be  available  in  the  next  several  weeks. 

Mr.  Evans.  Several  witnesses  have  commented  on  the  small  per- 
centage of  Afi*ican-Americ£in  veterans  awarded  compensation  for 
service-connected  PTSD. 

Why  are  veterans  with  service-connected  PTSD  not  receiving 
compensation  for  their  disability?  Is  an  African-American  veteran 
less  likely  to  be  diagnosed  with  PTSD  than  a  white  veteran? 

Dr.  Lehman.  I  will  need  to  look  up  the  exact  numbers  of  the  vet- 
eran service-connected  with  PTSD  who  are  African-American.  I 
know  that  there  are  about  50,000  veterans  of  all  groups  service- 
connected  for  PTSD  by  this  point. 

And  I  think  we  need  to  look  up  and  can  respond  later  specifically 
to  those  questions  about  the  numbers  who  are  service-connected. 
Based  upon  the  numbers  of  individuals  in  treatment  where  we  are 
seeing  proportionately  higher  numbers  of  African-Americans  in  our 
treatment  programs,  it  seems  like  we  are  doing  well  within  the 
terms  of  treatment  issues.  The  issues  are  different,  and  we  will 
need  to  get  back  to  that  more  specifically. 

(This  information  was  not  provided  by  the  Department.) 

Mr.  Evans.  Does  anyone  else  have  a  comment  on  that? 

Let  me  ask  you,  if  roughly  only  ten  percent  of  veterans  are  either 
getting  treatment  or  compensation,  is  it  a  failure  of  the  VA  to  out- 
reach to  these  veterans?  Are  there  not  enough  resources?  What  is 
the  problem? 

Dr.  Blank.  I  would  like  to  say,  first  of  all,  that  I  think  the  ten 
percent  figure  is  out  of  date  and  has  been  overtaken  by  events. 

The  interviews  of  the  NWRS  study  were  conducted  in  1986  and 
1987.  And  the  study  was  reported  at  the  beginning  of  1988.  In  the 
last  five  or  six  years.  Vet  Centers  have  seen  more  clients  per  year 
each  year.  There  are  more  new  clients  seen  over  the  last  several 
years.  And  the  number  of  PTSD  outpatient  treatment  programs 
and  inpatient  programs  in  the  medical  facility  is  greatly  increased 
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and  accelerated.  And  I  think  that  if  the  survey  of  utilization  of  VA 
services  by  PTSD  veterans  were  done  today,  that  that  percentage 
would  be  much  higher. 

Mr.  Evans.  What  would  you  expect  it  to  be? 

Dr.  Blank.  I  would  say  that  it  is  well  over  25  percent  now  and 
perhaps  higher.  That  would  be  my  guess. 

Mr.  Evans.  In  the  overall  general  population,  do  you  know  what 
it  would  be  for  Afiican-American  veterans? 

Dr.  Blank.  No,  I  do  not  have  an  estimate  of  that. 

Mr.  Evans.  Could  you  provide  us  an  estimate  of  that?  We  are 
going  to  introduce  legislation,  and  it  will  be  helpful  to  have  reUable 
statistics  in  that  regard.  VA  has  a  working  group  on  African-Amer- 
ican veterans  who  are  suffering  from  PTSD  and  I  understand  that 
a  report  will  be  issued  within  a  couple  of  months  by  the  working 
group. 

Is  that  right? 

Dr.  Blank.  The  working  group  is  not  a  data  gathering  effort.  It 
is  an  analj^ical  effort  which  will  be  producing  recommendations  for 
management. 

Mr.  Evans.  Doctor,  it  is  noted  that  while  African- Americans  par- 
ticipate less  in  PTSD  treatment  than  white  veterans,  they  report 
similar  levels  of  satisfaction  with  their  services.  Could  lower  initial 
expectations  explain  the  satisfaction  reported  by  African-Ameri- 
cans? 

Dr.  Lehman.  I  don't  know  exactly  what  is  responsible  for  the  in- 
cidence of  patient  satisfaction  as  reported.  One  possibility  may  be 
that  some  of  the  problems  that  the  veterans  are  identifying  as 
treatment  issues  such  as  problems  with  substance  abuse  as  well  as 
problems  with  emplojnnent,  which  we  do  know  our  African-Amer- 
ican veterans  do  utilize  in  our  specialized  outpatient  programs,  are 
seeking  these  treatments  in  higher  numbers  proportionately  than 
their  white  coimterparts. 

Perhaps  the  fact  that  they  are  receiving  satisfaction  in  these 
areas  that  are  of  significance  and  importance  to  them  may  reflect 
the  equivalence  of  satisfaction  reported  by  the  two  different  groups. 

Mr.  Evans.  We  are  in  the  process  of  downsizing  the  military,  and 
this  is  something  that  is  going  to  continue.  Many  people  who  ex- 
pected to  make  the  military  a  career  will  not  be  able  to  do  so.  Many 
of  them  have  not  reported  any  symptoms  of  PTSD  out  of  fear  that 
if  they  did,  that  by  itself,  would  jeopardize  their  careers. 

In  fact,  the  ones  that  may  stay  in  the  Armed  Forces  with  the 
competition  to  stay  in  are  hesitant  to  bring  up  the  issues. 

Do  you  think  that  we  will  need  any  special  programs  to  treat 
those  people  being  discharged  from  the  mihtary  with  PTSD  that 
has  been  submerged  for  so  many  years?  Have  you  given  smy 
thought  to  that? 

Dr.  Blank.  I  think  that  our  efforts  with  newly  discharged,  long- 
time veterans  who,  however,  may  be  leaving  in  a  premature  way 
such  as  you  describe,  have  greatly  increased  since  the  time  of  the 
Persian  Gulf  War  when  the  Uaison  between  Readjustment  Counsel- 
ing and  Mental  Health  and  Social  Work  in  Central  Office  and  at 
field  levels  around  the  country  was  greatly  accelerated. 

For  example — just  to  give  one  somewhat  related  example  of  that, 
we  are  currently  conducting,  in  an  ongoing  way,  debriefings  for  re- 
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turning  troops  from  Somalia  at  two  locations  in  collaboration  with 
active  duty  elements  around  the  coimtry.  And  Dr.  Lehman  may 
have  some  further  comment  on  this,  but  I  think  between  Readjust- 
ment Counseling,  Mental  Health,  Social  Work,  and  veterans'  bene- 
fits efforts  in  connection  with  the  military  such  as  they  have  been 
developed,  we  are  in  a  much  better  position  than  we  were  before 
the  Persian  Gulf  War. 

Mr.  Evans.  With  the  huge  number  of  people  being  discharged 
and  the  fact  that  African-Americans  are  disproportionately  rep- 
resented in  particularly  the  higher  enlisted  ranks  because  they 
have  the  higher  reenlistment  rates  than  white  veterans,  are  you 
prepared  to  have  the  centers  or  resources  available  at  the  centers 
adequate  to  meet  the  need,  generally,  with  the  numbers  of  people 
coming  back  and,  specifically,  with  the  high  numbers  of  African- 
Americans  coming  back  home? 

Dr.  Blank.  I  can  only  speak  for  Vet  Centers  on  that  question.  We 
have  high  levels  of  African-American  staffing  in  Vet  Centers,  17 
percent  of  team  leaders  and  24.5  percent  of  coiuiselors.  That  is  na- 
tionwide. I  think  we  are  in  a  good  position  as  regards  the  Vet  Cen- 
ters. 

Mr.  Evans.  But  overall,  in  terms  of  numbers  of  employees,  are 
you  going  to  be  able  to  meet  this  new  demand? 

Dr.  Blank.  We  are  able  to  keep  up  at  this  point  in  time  with 
reaching  dischargees  from  the  mihtary. 

Mr.  Evans.  Dr.  Law,  in  your  written  statement  you  talked  about 
a  Manhattan  health  center  with  an  outreach  station,  I  understand, 
in  Harlem.  Is  that  something  you  are  going  to  try  to  do  elsewhere, 
and  what  has  been  the  benefits  of  that  arrangement  at  this  point? 

Dr.  Law.  Dr.  Blank  can  speak  to  this  better  than  I,  but  I  think 
it  is  important  to  note  that  we  established  a  single-person  out-sta- 
tion in  Harlem  because  it  was  an  area  grossly  underserved.  The  re- 
sponse to  this  has  been  so  dramatic  that  one  person  staff  was  dou- 
bled soon  thereafter,  and  just  this  year  the  decision  has  been  made 
to  locate  a  fiiU  Vet  Center  there,  a  four-person  Vet  Center.  This 
was  done  on  the  basis  of  recognized  need. 

I  would  hope  that  where  other  areas  of  recognized  need  arise, 
that  we  would  be  able  to  duplicate  this.  But  Dr.  Blank,  I  think, 
perhaps  has  more  information. 

Dr.  Blank.  We  expect  to  have  a  full-fledged  Vet  Center  up  on 
125th  Street  in  Harlem,  New  York  in  the  next  three  or  four 
months.  And  that  effort  began  through  the  initiative  of  Congress- 
man Rangel  and  Secretary  Derwinski,  in  the  first  place,  a  couple 
of  years  ago.  And  this  year,  I  and  our  regional  manager,  Clyde 
Waite,  proposed  and  recommended  to  the  Veterans  Health  Admin- 
istration that  there  be  additional  resources  added  to  upgrade  it  to 
a  fiill-fledged  Vet  Center.  And  Dr.  Law  and  Dr.  Farrar,  the  Acting 
Chief  Mechcal  Director,  made  the  decision  to  do  that. 

Mr.  Evans.  In  East  St.  Louis,  IL,  a  Vet  Center  exists  that  I  vis- 
ited many  years  ago.  I  understand  that  resources  have  been  cut 
back  there.  Is  there  any  plan  to  help  East  St.  Louis,  which  is  going 
through  very  difficult  times,  acquire  additional  services? 

Dr.  Blank.  We  are  very  aware  of  that  and  we  don't  have  the 
bucks  in  sight  at  this  point  in  time  to  do  anything  additional  there. 

Mr.  Evans.  How  much  would  you  need? 
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Dr.  Blank.  Staff,  additional  staff  costs  run  in  the  neighborhood 
of  $45,000  per  person  per  year. 

Mr.  Evans.  Let  me  ask  you.  Dr.  Blank,  can  the  information 
gained  by  effective  treatment  of  service-connected  PTSD  be  applied 
to  treating  youth  who  have  witnessed  or  been  victims  of  crime? 

Dr.  Blank.  I  think  both  Dr.  Lehman  and  I  would  agree  that  the 
answer  to  that  is  yes,  and  that  I  find — personsdly  find  Dr.  Parsons' 
statement  with  reference  to  that,  Dr.  Erwin  Parsons'  statement 
quite  fetching  and  interesting,  and  we  will  be  looking  at  that. 

Mr.  Evans.  Dr.  Bell  suggests  combining  the  resources  used  to 
treat  Afiiican-American  veterans  with  funds  used  to  treat  commu- 
nity residents.  Is  this  a  good  idea,  and  if  it  is,  what  could  we  do 
to  help  facilitate  that? 

Dr.  Lehman.  Could  you  repeat  the  question  again,  please? 

Mr.  Evans.  Dr.  Bell  indicated  in  his  written  testimony  that  we 
should  combine  resources  used  to  treat  African- American  veterans, 
the  VA,  essentially,  with  funds  used  to  treat  community  residents 
to  help  their  children  who  might  be  suffering  from  PTSD. 

Has  the  VA  considered  this  as  a  way  of  interacting  and  working 
in  partnership  with  community  organizations  or  with  community- 
based  mental  health  centers?  Have  you  given  any  thought  to  it 
whatsoever? 

Dr.  Lehman.  Certainly  one  of  the  things  we  do  with  regard  to  the 
families  of  our  veterans  with  PTSD  is  to  attempt  counseling  for 
them  along  with  the  veteran  in  a  number  of  our  specialized  PTSD 
programs  as  well  as  our  general  mental  health  programs. 

The  degree  to  which  we  can  assist  community  programs  right 
now  is  limited  to  two  ways,  but  they  are  two  ways  that  are  actively 
used:  Consultation,  education  of  commimity  programs  which  are 
carried  out,  I  am  sure,  by  Vet  Centers  as  well  as  PTSD  clinical 
teams  and  the  National  Center  for  PTSD  has  participated  in  devel- 
oping some  media,  some  materials  that  could  be  used  for  this  and 
as  well  in  some  cases  perhaps  with  sharing  agreements  that  are 
reached. 

Mr.  Evans.  Do  you  have  some  sharing  agreements  at  this  point 
or  is  that  something  you  are  going  to  look  at? 

Dr.  Blank.  I  do  not  know  of  any  sharing  agreements  that  we 
have  that  go  in  the  direction  Dr.  Bell  has  written  about. 

Mr.  Evans.  Dr.  Bell  has  raised  some  interesting  issues  which  VA 
should  examine.  If  you  could  formally  respond  to  us  in  writing  we 
will  make  your  response  part  of  the  record.  I  think  it  will  be  help- 
fiil. 

As  we  look  at  national  health  care  reform,  I  think  we  have  to  be 
as  innovative  as  possible  and  involve  the  VA  in  this  process.  And 
I  know  you  have  many  plates  spinning  with  all  the  different  prob- 
lems we  are  having,  but  it  just  seems  to  me  that  the  lessons  that 
were  learned  fi*om  our  experiences  in  Vietnam  and  that  we  have 
learned  subsequently  can  be  used  to  help  these  kids.  I  think  we 
have  to,  in  reinventing  government,  look  for  these  kinds  of  inter- 
governmental and  interagency  partnerships.  I  really  hope  that  you 
see  that  on  your  radar  screen  in  the  near  future.  If  you  could  give 
us  a  more  formal  answer,  we  would  appreciate  it. 
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(This  information  was  not  provided  for  the  record  by  the  Depart- 
ment which  has  indicated  it  does  not  maintain  centralized  data  on 
such  sharing  agreements.) 

Dr.  Lehman.  There  have  been  some  projects  in  that  direction.  I 
can  think  of  one  in  particular  in  one  of  the  northeast  mental  health 
projects  pilots  begun  probably  in  1986  under  the  direction  of  Dr. 
Errera  that  involved  a  collaborative  effort  between  the  VA  medical 
center  in  White  River  Junction  and  some  State  community  mental 
health  centers  in  Vermont.  And  I  believe  that  project  won  a  special 
award  from  the  American  Psychiatric  Association. 

Dr.  Law.  There  are  other  approaches  that  can  be  taken  also 
aside  from  direct  therapy  or  direct  treatment  of  individuals.  Cer- 
tainly, VA  would  have  the  opportunity  to  play  a  role  in  consulta- 
tion, direct  training,  education  so  that  we  can  increase  the  pool  of 
useftil  therapists  in  a  given  area  without  having  to  provide  the  ac- 
tual treatment  to  the  nonveteran. 

Mr.  Evans.  I  really  think  the  VA  should  take  a  leadership  role 
in  this  area.  VA  has  the  expertise.  I  was  very  proud  of  the  leader- 
ship VA  took  in  local  AIDS  task  force  even  before  the  epidemic 
reached  great  numbers.  I  think  the  VA  will  exercise  similar  leader- 
ship in  working  with  others  in  partnerships  in  the  future.  I  think 
that  would  provide  a  lot  of  good  help  to  the  kids  and  to  the  veter- 
ans themselves  if  they  can  be  involved  in  the  process. 

I  don't  have  any  other  questions.  We  appreciate  your  testimony. 
I  will  be  submitting  some  written  questions  and,  of  course,  your  re- 
sponses to  those  written  questions  will  be  made  part  of  the  record 
as  well. 

Thank  you  very  much. 

Dr.  Lehman.  Thank  you. 

Dr.  Law.  Thank  you. 

Mr.  Evans.  We  aie  very  pleased  that  Dr.  Allen  has  joined  us 
now.  He  is  a  psychiatrist  with  Harvard  University  Health  Services. 
His  clinical  experience  has  included  service  to  veterans  for  nearly 
25  years  and,  doctor,  thank  you  so  much  for  joining  us. 

As  soon  as  you  are  seated  and  collect  yourself  and  your  thoughts, 
you  may  proceed. 

STATEMENT  OF  DR.  IRVING  ALLEN,  HARVARD  UNIVERSITY 
HEALTH  SERVICES,  CAMBRIDGE,  MA 

Dr.  Allen.  I  would  first  like  to  say  I  am  very  honored  to  have 
been  asked  to  come  and  speak  here  today. 

African-Americans  participated  extensively  and  probably  dis- 
proportionately in  the  United  States  military  during  the  Vietnam 
War.  There  is  growing  evidence  that  residual  psychological  and 
physical  trauma  suffered  during  the  war  continue  to  be  suffered 
disproportionately  by  the  collective  African-American  population 
even  now  two  decades  since  the  end  of  the  war. 

Two  large  scale  studies — the  Legacy  study  and  the  more  recent 
NWRS  Study — ^have  been  completed  which  show  the  extent  of  psy- 
chological s5maptoms  which  persist  among  the  African-American  as 
well  as  the  Hispanic  population.  As  of  1981,  the  Legacy  Study 
showed  that  70  percent  of  African- American  heavy  combat  veterans 
remained  stressed  years  after  the  war  compared  to  40  percent  of 
European-American  veterans.  Further,  40  percent  of  all  African- 
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American  combat  vets  remained  stressed  compared  to  20  percent  of 
European- American  combat  veterans. 

The  1988  NWRS  Study  has  found  that  the  prevalence  rate  for 
African-American  combat  troops  is  20.6  percent  compared  to  13.7 
percent  for  European-Americans  and  27.9  percent  for  Hispanic 
veterans. 

Further,  this  study,  as  did  the  Legacy  Study,  showed  that  Afri- 
can-Americans and  Hispanic  Americans  were  assigned  to  combat 
duties  much  more  frequently  than  European- Americans.  It  appears 
to  me  that  if  it  were  not  for  extensive  statistical  analysis,  the  prev- 
alence rate  difference  reported  in  the  NWRS  Study  would  be  even 
more  pronounced  since  exposure  to  combat  is  the  most  important 
variable  in  predicting  Post-Traumatic  Stress  Disorder. 

Also  those  studies  showed  that  African-Americans  and  Hispanic 
American  combat  vets  continue  to  experience  significantly  in- 
creased adjustment  problems  such  as  marital  disturbances,  jail 
time,  violence,  alcohol,  drug  problems,  unemplojrment  and  physical 
health  problems. 

Moreover,  usage  of  physical  and  mental  health  services  is  lower 
than  predicted  for  these  populations  and  equally  disturbing,  the 
awar(hng  of  service-connected  compensation  to  African-Americans 
and  Hispanic  Americans  is  less  despite  the  higher  PTSD  rates. 

These  are  grim  facts  which  pertain  not  just  to  the  inevitable  rig- 
ors of  war  but  also  to  an  adverse  climate  to  which  aU  Vietnam  vet- 
erans returned  but  which  particularly  impacted  negatively  on  these 
veterans  for  reasons  of  race  and  cultiire  and  class. 

African-American  soldiers  of  the  Vietnam  era,  unlike  their  Euro- 
pean-American counterparts,  were  better  educated  and  more  ac- 
compUshed  than  their  civihan  counterparts.  Whitney  Young  proud- 
ly called  them  the  best  and  the  brightest  and  praised  them  for 
their  volimteerism  which  included  combat  assignments. 

Many  of  these  young  people,  usually  under  20  years,  entered  the 
military  with  high  hopes  of  improving  their  hves  because  of  the 
lack  of  opportunity  in  civilian  life. 

It  is  indeed  a  tragedy  of  epic  proportions  if  the  high  hopes  and 
ideahsm  of  these  young  people  of  the  Vietnam  era  have  been 
dashed  because  of  shortsighted,  miserly,  and  rejecting  poUcies 
which  have  neither  consistently  nor  adequately  addressed  the  read- 
justment needs  of  these  veterans. 

It  is  certainly  an  inexcusable  tragedy  if  the  African-American 
and  Hispanic  American  communities  are  worse  off  because  of  their 
volunteerism  during  the  war. 

While  the  troubles  of  our  cities  are  caused  by  complex  factors, 
one  must  certainly  consider  the  possibihty  that  contributing  factors 
may  relate  at  several  levels  due  to  the  Vietnam  War. 

For  example,  the  loss  of  thousands  because  of  death  and  injury 
of  these  best  and  brightest  and  the  withdrawal  simultaneously  of 
appropriate  societal  supports  from  these  communities  dviring  the 
post-war  atmosphere  of  conservatism  and  racism.  Could  these  fac- 
tors be  causally  related  to  the  waves  of  violence  that  have  plagued 
our  cities  since  the  end  of  the  war? 

As  a  clinician  who  has  served  veterans  for  almost  25  years,  I  con- 
tinue to  see  even  now  from  the  private  practice  perspective  over 
the  last  ten  years  the  excessive  efforts  minority  vets  who  have 
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served  their  country  must  make  just  to  get  along.  I  have  witnessed 
several  stages  in  the  treatment  of  veterans  since  1969  when  I  left 
the  mihtary  to  begin  psychiatric  training. 

I  was  a  clinician  in  the  VA  system  11  years  before  it  was  offi- 
cially recognized  in  1980  that  the  Vietnam  War  produced  psy- 
chiatric trauma  casualties.  I  have  also  struggled  as  a  clinician  dur- 
ing the  early  1970s  when  many  employees  of  the  VA  system  were 
especially  antagonistic  toward  Vietnam  vets,  and  in  the  adverse  ra- 
cial climate  of  our  cities,  especially  so  to  veterans  of  color.  This  an- 
tagonism was  reflected  in  the  behavior  of  employees  at  all  levels 
including  medical  staff. 

I  have  also  witnessed  efforts  to  correct  that  past  with  such  inno- 
vative programs  as  the  Vet  Centers  which  started  with  such  ideal- 
ism and  seemed  to  me  at  some  point  to  flounder  in  the  **body 
count"  mentahty. 

Since  leaving  the  VA  system,  I  continue  to  see  combat  veterans 
who  at  times  are  forced  to  go  to  preposterous  extremes  to  "prove" 
their  war-related  injuries,  and  sometimes  even  have  to  change  an 
incorrect  diagnosis  given  to  them  years  before  the  VA  system  even 
recognized  the  impact  of  trauma. 

The  troubles  that  they  experienced  impacted  severely  on  their 
Hves,  but  it  seems  obvious  to  me  that  their  troubles  ultimately  im- 
pact adversely  on  the  entire  society  because  the  costs  in  psycho- 
logical and  physical  illness  keep  rising  when  adequate  services,  so- 
cial as  well  as  economic  as  well  as  medical,  are  not  available. 

If  my  relatively  current  small  sample  of  patients  has  any  broader 
relevance,  it  means  that  there  are  many  thousands  of  African- 
American  combat  vets  experiencing  major  difficulties  procuring 
services  of  which  they  are  deserving  and  to  which  they  are  entitled. 

As  one  who  has  gladly  treated  all  races  and  ethnic  groups  and 
classes  of  veterans,  I  must  emphasize  that  the  efforts  of  the  entire 
vetergm  population  are  not  demeaned  by  deliberate  consideration  of 
the  underserved  minority  veterans. 

Various  approaches  to  address  urgently  the  needs  of  the  minority 
veteran  population  are  needed.  They  should  be  well  considered  and 
undertaken  not  at  the  apparent  expense  of  any  other  group,  but  for 
the  benefit  of  all  recognizing  that  even  in  veterans'  affairs,  minori- 
ties have  not  always  been  included  in  'the  all"  when  it  has  been 
time  to  elaborate  policies,  start  programs,  erect  facilities,  and  staff 
thoroughly  integrated  progrsmis. 

A  new  direction  based  on  new  vision  is  urgently  needed  to  at 
long  last  provide  adequate  supports  to  the  veteran  population 
which  so  idealistically  responded  to  the  Nation's  call. 

Thank  you. 

[The  prepared  statement  of  Dr.  Allen  appears  on  p.  52.] 

Mr.  Evans.  Thank  you,  doctor.  I  appreciate  yoiu*  testimony. 

Could  you  describe  to  us  some  of  the  components  of  the  new  di- 
rection that  you  would  have  us  go  in,  what  you  would.be  looking 
for? 

Dr.  Allen.  Well,  as  a  clinician,  I  think  I  am  best  suited  to  speak 
to  that.  And  I  will  have  to  speak  impressionistically  based  on  local 
area,  Boston  area  thoughts.  It  strikes  me  that  clinically  there  may 
be  some,  let's  say,  diminution,  lack  of  enthusiasm  or  decreasing  en- 
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thusiasm  in  providing  the  day-to-day,  week-to-week,  close-in  clini- 
cal care  for  the  veteran  population. 

And  I  don't  mean  just  the  minority  veteran  population.  I  am 
under  the  impression  that  there  are  actually  cutbacks  in  the  psy- 
chotherapy, the  behavioral  therapy  kinds  of  services  to  which — 
which  are  very  helpful  to  many  people  in  favor  of  medication  treat- 
ments, in  favor  of  store-type  mentality  in  which  people  are  shuttled 
in  or  out  for  10  or  15-minute  interviews  basically  to  monitor  medi- 
cations. 

I  am  not — I  wouldn't  say  I  am  best  suited  to  discuss  the  broader 
programs.  But  the  impression  I  have  is  that  programs  that  provide 
housing,  economic  assistance,  employment  training,  all  may  be  lag- 
ging at  this  point.  In  my  experience,  they  have  always  been  prob- 
lematic even  when  I  was  in  the  VA  system. 

Mr.  Evans.  At  the  breakfast  earlier.  Gunny  Branch  brought  up 
the  fact  that  veterans  should  look  toward  funding  from  their  State 
governments  which  I  think  everybody  should  be  encouraged  to  do, 
which  the  Veteran  Benefits  Clearinghouse  has  done  in  the  past. 

Although  it  is  still  a  federal  responsibility  to  deal  with  veterans, 
would  you  think  that  part  of  the  solution  to  the  problem  lies  in 
nontradition-based  community  organizations  for  housing  for  maybe 
PTSD  treatment  and  training  opportunities? 

Dr.  Allen.  Absolutely.  Absolutely. 

Mr.  Evans.  I  appreciate  your  testimony  and  look  forward  to 
working  with  you  in  the  future. 

Dr.  Allen.  Thank  you. 

Mr.  Evans.  With  that,  we  will  conclude  our  hearing. 

I  want  to  thank  everyone  who  participated  and  Ron  Armstead, 
again,  for  his  excellent  assistance  in  arranging  this  hearing.  This 
is  one  of  the  best  hearings  we  have  ever  had  on  this  committee  and 
we  will  continue  to  work  with  you  in  the  future. 

Thank  you  all  for  coming  and  we  appreciate  your  efforts  in  being 
here  today. 

[Whereupon,  at  12:01  p.m.,  the  subcommittee  was  adjourned.] 
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This  morning  the  Subcommittee  on  Oversight  and 
Investigations  is  meeting  to  examine  a  very  important  and  timely 
subject  --  African-American  Veterans  and  the  Community:  Post- 
Traumatic  Stress  Disorder  and  Related  Issues. 

Last  week  President  Clinton  and  Vice-President  Gore  unveiled 
their  proposal  to  "reinvent"  our  federal  government.   Like  the 
President,  I  strongly  believe  our  federal  government  can  and  must 
be  more  responsive  to  our  citizens.   In  veterans  affairs,  there 
are  clearly  many  opportunities  for  improving  services  to  the  men 
and  women  who  have  served  in  uniform.   Expanding  the  Vet  Center 
program  and  improving  PTSD-related  services  are  only  two  of  the 
needed  improvements  I  strongly  support  and  in  the  very  near 
future  I  intend  to  introduce  legislation  to  bring  about  these 
needed  improvements.   Among  today's  witnesses,  other  improvements 
in  veterans'  services  may  be  recommended.  These  contributions 
will  be  particularly  welcome. 

Many  individuals  are  scheduled  to  testify  this  morning  and 
we  look  forward  to  receiving  each  presentation.   Our  witnesses 
today  represent  many  different  vocations,  interests  and 
experiences.   We  appreciate  their  willingness  to  come  forward  and 
participate  today.   Other  individuals  who  could  not  be  present 
today  have  been  invited  to  submit  a  written  statement  for 
inclusion  in  the  printed  record  of  this  hearing. 

As  many  here  may  know,  this  hearing  has  been  scheduled  to 
coincide  with  the  Annual  Congressional  Black  Caucus  Legislative 
Weekend.   The  annual  CBC  legislative  weekend  is  an  especially 
appropriate  time  to  focus  attention  on  issues  of  particular 
importance  to  African-American  veterans.   This  subcommittee 
appreciates  the  cooperation  it  has  received  from  the  CBC,  the 
Black  Veterans  Braintrust,  and  Corrine  Brown,  Charlie  Ranjel  and 
Sanford  Bishop,  the  three  Members  of  Congress  who  co-chair  the 
Braintrust. 

The  Subcommittee  especially  wishes  to  acknowledge  and  thank 
Congressman  Bill  Clay,  Chairman  of  the  House  Committee  on  Post 
Office  and  Civil  Service  and  the  staff  of  the  Committee,  for 
their  assistance  and  cooperation.   In  addition  to  making  this 
hearing  room  available  for  today's  proceeding.  Chairman  Clay  and 
his  staff  have  been  particularly  accommodating  and  helpful.   The 
Subcommittee  greatly  appreciates  their  contributions  and 
cooperation. 

Last,  but  certainly  not  least,  I  want  to  particularly 
acknowledge  the  contributions  of  Ron  Armstead,  who  has  gladly 
assisted  the  Subcommittee  prepare  for  this  hearing.   Thank  you 
very  much,  Ron,  for  your  help,  your  cooperation  and  your 
continuing  service  and  support. 

###### 
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Veterans '  Affairs  Committee 

Subcommittee  on  Oversight  and  Investigations 

U.S.  House  of  Representatives 

on 

African  American  Veterans  and  Community: 

Post-Traumatic  Stress  Disorder  and  Related  Issues 

September  15,  1993 

Mr.  Chairman,  members  of  the  committee,  I  am  honored  to  be  here 
today  to  testify  on  the  issue  of  Post  Traumatic  Stress  Disorder 
and  its  effects  on  veterans  and  their  families.   I  commend  you 
for  your  work  in  this  area.  And  I  support  your  efforts  to  develop 
more  comprehensive  treatment  programs  for  those  affected  by  this 
debilitating  disease.   I  am  distressed  by  the  fact  that  the  VA  is 
treating  only  about  10%  of  veterans  with  service-connected  PTSD 
and  I  plan  to  introduce  legislation  that  will  expand  and  improve 
VA  outpatient  and  inpatient  care  for  PTSD  victims.   At  the  same 
time,  I  will  push  for  Senate  hearings  on  this  pressing  issue. 

I  know  your  focus  today  is  on  African  American  veterans  who    ' 
statistics  show  are  disproportionately  affected  by  PTSD,  bjit  I 
must  state  that  the  PTSD  symptoms  of  violence,  abuse,  and  neglect 
are  not  unique  to  the  African  American  community.   It  can  affect 
any  soldier,  without  regard  to  the  color  of  his  skin  or  gender. 
It  is  a  disease  that  affects  the  whole  family  and  may  impact  on 
the  entire  community. 

Although  I  am  certainly  not  an  expert  on  the  technical 
relationship  of  PTSD  to  violence,  through  my  work  and  the  work  of 
my  wife  Sheila  on  the  issue  of  domestic  violence,  I  can  testify 
to  the  deep  and  lasting  impact  on  families  that  are  victims  of 
violence,  abuse  and  neglect.   It  is  the  link  between  the  veterans 
who  suffer  from  PTSD  and  the  violence,  abuse  and  neglect  they  may 
inflict  upon  their  families  that  brings  me  here  today.   It  is 
this  cycle  of  violence  and  abuse  that  I  am  working  to  curb.   And 
treatment  for  those  who  suffer  from  PTSD  is  one  important  way  to 
break  that  cycle  of  violence. 

We  need  to  understand  that  PTSD  can  and  does  affect  the  entire 
fcimily,  not  just  the  veteran  himself.   Veterans  who  suffer  from 
PTSD  often  neglect  and/or  abuse  their  families.   And  the  effects 
of  this  disease  can  have  serious  consequences  for  the  children 
and  even  grandchildren  of  veterans  who  suffer  from  PTSD.   I  have 
talked  to  a  psychotherapist  in  Minnesota  who  works  with  vets  who 
suffer  from  PTSD.   She  has  told  me  that  she  is  now  treating  the 
adult  children,  and  sometimes  the  grandchildren,  of  Vietnam 
veterans  who  have  grown  up  in  violent  homes . 

The  story  of  a  Vietnam  vet  is  a  vivid  example  of  the  effects  of 
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PTSD  on  vets  and  their  families.   He  physically  and  verbally 
abused  his  wife  and  children  for  two  years.   He  exhibited 
symptoms  of  paranoia,  severe  irritability,  and  flashbacks.   He 
was  diagnosed  as  suffering  from  PTSD.   He  has  now  completely 
withdrawn  from  his  family  and  his  life. 

Let  me  just  read  a  poem  written  by  his  13  year  old  daughter: 

For  someone  to  share 

Is  only  to  care. 

He  was  in  the  war 

And  never  opens  his  door. 

He  lives  in  a  shell 

And  that  must  be  like  hell. 

He  used  to  be  my  dad 

But  now  he  looks  so  sad. 

If  only  he  knew 

It  makes  me  feel  blue. 

I  know  he  loves  me 

Why  won't  he  hug  me. 

My  mom  says  "he's  numb." 

What  will  I  become 

Without  my  father  to  guide  me. 

Common  symptoms  of  this  disease  include  angry  outbursts, 
irritability,  difficulty  sleeping  and  flashback  experiences  th^t 
feel  real.   Vets  who  suffer  from  PTSD  often  respond  to  the  people 
at  home  as  if  they  were  in  combat.   This  can  lead  to  a  veteran 
becoming  violent  toward  a  members  of  his  family.   For  children  it 
often  affects  their  ability  to  learn,  to  function  at  home  and  at 
school,  and  their  ability  to  relate  to  others. 

Neglect,  abuse,  and  even  just  witnessing  abuse  can  leave 
devastating  scars.  Unless  we  begin  to  treat  this  disease  it  will 
continue  to  effect  future  generations. 

Recently,  I  had  the  opportunity  to  speak  to  a  Minnesota  veteran 
of  both  Korea  and  Vietnam  who  is  an  African-American.   He  has  a 
background  as  a  counselor  and  learned  only  in  1989  that  he  was 
suffering  from  PTSD.   I  would  like  to  share  a  few  of  his  insights 
regarding  the  needs  of  African  American  veterans  who  have  PTSD. 
In  his  view,  many  African  American  veterans  who  are  afflicted  by 
PTSD  refuse  to  acknowledge  they  have  the  disease  and  seek  to  cope 
with  its  serious  effects  on  their  own,  however  unsuccessfully. 
He  emphasized  that  the  VA  health  system  is  currently  not  meeting 
the  needs  of  these  veterans,  and  to  do  so  it  must  institute 
outreach  programs  tailored  to  the  needs  of  African-American 
veterans,  hire  more  African-American  counselors  and  other 
professionals  to  work  in  their  PTSD  treatment  units,  and  expand 
the  number  of  "hassle  free"  Vet  Centers  that  are  accessible  to 
African  American  veterans.   I  will  work  to  fully  examine  these 
suggestions  and  others  made  at  this  hearing. 
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Many  of  the  veterans  who  come  to  my  office  for  help  ask  that  PTSD 
get  a  higher  rating.   They  are  frustrated  by  delays.  They  are 
stuck  in  the  backlog  of  claims  in  the  VA  adjudication  and  appeals 
systems.   Indeed,  they  are  frustrated  that  parts  of  the  VA  are 
slow  to  recognize  PTSD  as  an  illness  or  that  it  is  an  illness 
whose  effects  can  be  every  bit  as  devastating  as  any  physical 
ailment. 

The  development  of  treatment  programs  for  PTSD  is  still  in  the 
early  stages.  The  first  step  is  for  the  VA  to  recognize  the 
traumatic  effects  of  PTSD  on  both  veterans  and  their  families. 
User  friendly  treatment  programs  need  to  be  expanded  and  given 
high  priority  by  the  VA.   The  programs  should  be  available  to 
both  vets  and  their  families. 

Therefore,  I  can  not  urge  you  enough  to  act  quickly  to  introduce 
legislation,  as  I  will  do  the  same,  so  we  can  begin  to  help 
veterans  and  their  fcimilies  deal  with  this  devestating  disease. 

Thank  you  for  your  efforts  on  this  issue.   I  look  forward  to 
working  with  you  and  members  of  the  Senate. 
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Rfrican  Rmericans  participated  in  the  UietNam  UJar  extensluely 
and  perhaps  disproportionately   in  the  United  States  military 
during  the  UietNam  UJar.  There  is  groining  euidence  that  residual 
psychological  and  physical  trauma  suffered  during  this  mar  are 
also  suffered  disproportionately  by  the  collectiue  Rfrican- 
Rmerican  population,  euen  now  tuio  decades  since  the  end  of  the 
uiar. 

Tujo  large-scale  studies,  the  Legacy  Study,  and  the  more  recent 
NUURS  Study,  haue  been  completed  which  show  the  extent  of  the 
psychological  symptoms  ujhich  persist  among  the  Rfrican- 
Rmerlcan  and  the  Hispanic  populations.  RS  OF  1 981 ,  THE  Legacy 
Study  shomed  that  70%  of  Rfrican-Rmerican  heauy  combat 
ueterans  remained  stressed  years  after  the  mar  compared  to 
48%  of  Euroean-Rmerican  ueterans.  Further,  48%  of  all  Rfrican- 
Rmerican  combat  ueterans  remained  stressed  compared  to  20% 
of  European-Rmerican  ueterans. 

The  more  recent  NUURS  Study  has  found  that  the  preualence  rate 
for  Rfrican-Rmerican  combat  ueterans  is  28.67o  compared  to 
13.7%  for  European-Rmericans  and  27.9%  for  Hispanic  ueterans. 
Further,  this  study,  as  did  the  Legacy  Study,  shomed  that 
Rfrican-Rmericans  and  Hispanic-Rmericans  mere  assigned  to 
combat  duties  much  more  frequently  that  European-Rmericans; 
it  appears  to  me  that  if  it  mere  not  for  eKtensiue  statistical 
analysis,  the  preualence  rate  difference  betmeen  the  European- 
Rmericans,  Rfrican-Rmericans,  and  Hispanic  Rmericans  mould  be 
euen  more  pronounced,  since  exposure  to  combat  is  the  most 
important  uariable  in  predicting  PTSO(  Posttraumatic  Stress 
Disorder). 

RIso,  these  studies  shomed  that  Rfrican-Rmericans  and  Hispanic- 
Rmerican  combat  ueterans  experience  significantly  increased 
adjustment  problems  such  as  marital  disturbances.  Jail  time, 
uioience,  alcohol  and  drug  problems,  unemployment,  and 
physical  health  problems.  Moreouer,  usage  of  physical  and 
mental  health  seruices  mas  lomer  than  predicted  for  these 
populations,  and  equally  disturbing,  the  awarding  of  seruice- 
connected  compensation  to  Rfrican-Rmericans  and  Hispanic- 
Rmericans  is  less  despite  the  higher  PTSD  rates. 
These  are  grim  facts  mhich  pertain  not  Just  to  the  Ineuitable 
rigors  of  mar  but  also  to  an  aduerse  climate  to  mhich  all  UietNam 
ueterans  returned,  but  mhich  particularly  impacted  negatiueiy 
on  these  ueterans  for  reasons  of  race  and  culture  and  class. 
Rfrican-Rmerican  soldiers  of  the  UietNam  Era,  unlike  their 
Europeans-Rmerican  counterparts,  mere  better  educated  and 
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more  accomplished,  mhitney  Voung  proudly  called  them  "the 
best  and  the  brightest "  and  praised  them  for  their  uolunteerism 
uihich  included  combat  assignments.  Many  of  these  young 
people(usually  under  28  years  old)  entered  the  military  ujith  high 
hopes  of  improuing  their  Hues  because  of  the  lack  of  opportunity 
in  ciuilian  life. 

It  is  indeed  a  tragedy  of  epic  proportions  if  the  high  hopes  and 
idealism  of  these  young  people  of  the  UietNam  Era  haue  been 
dashed  because  of  short-sighted,  miserly  and  rejecting  policies 
uihich  haue  not  adequately  addressed  the  re-adJustment  needs 
of  these  ueterans.  It  is  certainly  an  inexcusable  tragedy  if  the 
flfrican-Rmerican  and  Hispanlc-flmerican  communities  are  ujorse 
off  because  of  their  uolunteerism  during  the  mar.  UJhile  the 
troubles  of  our  cities  are  caused  by  comple»  factors,  one  must 
certainly  consider  the  possibility  that   contributing  factors  may 
relate  at  seueral  leuels  to  the  UietNam  lUar;  the  loss  of 
thousands  because  of  death  and  injury  of  "the  best  and  the 
brightest",  and  the  withdraujal  of  appropriate  societal  supports 
from  these  communities  during  the  post-uiar  atmosphere  of 
conseruatism  and  racism. 

Rs  a  clinician  ujho  has  serued  ueterans  for  almost  25  years,  I 
continue  to  see  euen  from  a  clinical  practice  perspectiue  the 
excessiue  efforts  minority  ueterans  uiho  haue  serued  their 
country  must  make  Just  '"to  get  along."  The  troubles  that  they 
eHperience  impacts  seuerely  on  their  liues,  but  it  seems  obuious 
to  me  that  their  troubles  ultimately  impact  aduersely  on  the 
entire  society  because  the  ultimate  costs  in  psychological  and 
physical  illness  keep  rising  uihen  adequate  seruices,  social  and 
economic  as  mell  as  medical,  are  not  auailable. 
Rs  one  uiho  has  gladly  treated  all  races,  ethnic  groups,  and 
classes  of  ueterans,  I  must  emphasize  that  the  efforts  of  the 
entire  ueteran  population  are  not  demeaned  by  deliberate 
consideration  of  the  underserued  minority  ueteran  populations. 
Uarious  approaches  to  address  urgently  the  needs  of  the 
minority  ueteran  population  are  needed.  These  should  be  mell- 
considered  and  undertaken  not  at  the  apparent  expense  of  any 
group,  but  for  the  benefit  of  all,  recognizing  that  euen  in 
ueterans'  affairs,  minoritys  haue  not  been  alujays  included  in 
"the  all"  ujhen  it  has  been  time  to  elaborate  policies,  start 
programs,  erect  facilities,  and  staff  truly  integrated  facilities,  fl 
neuj  direction  based  on  a  neui  uision  is  urgently  needed  to  at 
long  last  prouide  adequate  supports  to  the  ueteran  population 

Uihich  so  idealistically  responded  to  the  nations'  call. 
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Statement  of  Emln  Parsons.  Ph.D..  Clinical  Psychologist 

VA  Medical  Center.  Peiry  Point,  Maryland 

Before  the  Subcommittee  on  Oversi^t  and  Investigations 

of  the 

U.S.  House  Committee  on  Veterans  Affairs 


Mr.  Chairman,  distinguished  members  of  the  Subcommittee,  ladies  and 
gentlemen.   I  feel  exceedingly  grateful  for  the  opportunity  to  testify  before 
this  very  important  Subcommittee  once  again.  1  am  grateful  because  the 
Subcommittee  is  a  body  that  gets  things  done  for  veterans.  It  is  results 
oriented:  this  makes  me  feel  that  the  time  spent  here  this  morning  will 
push  progress  forward  to  contribute  meaningfully  to  veterans'  welfare. 
The  Subcommittee  has  amply  demonstrated  that  it  can  listen  to  diverse 
testimonies,  and  distill  them  down  to  the  bottom  line:   helping  veterans 
to  get  the  services  they  need  to  get  well  and  do  well,  and  to  then 
en.courage  them  to  go  out  and  face  the  world  to  serve  once  again. 

Mr.  Chairman,  in  my  15  years  of  working  with  veterans  in  tlie  capacities 
of  administrator,  clinician,  consultant,  and  advocate  in  the  pubUc  and 
private  sectors  —  in  areas  of  health  care,  the  courts,  and 
employment/ labor  markets.  I  find  one  tremendous,  predictable  human 
trait  in  the  veteran;  namely,  the  prosocial  impulse  to  serve  humanity 
once  again.  Because  service  is  a  deeply  imbedded  desire  and  response  in 
the  heart  and  consciousness  of  veterans,  they  can  probably  be  relied 
upon  to  perform  a  job  for  society  once  again  on  another  difficult  front  -- 
the  domestic  service  firont.  Men  and  women  who  served  in  the  Armed 
Forces  during  the  1960s  and  early  1970s  have  an  indelible  service 
imprint  upon  tlieir  psyches,  and  it  is  now  an  integral  part  of  their 
identities  ~  who  they  really  are.  They  are  now  in  the  fourth  decade  of 
their  lives.  This  hearing,  Mr.  Chairman,  is  titled,  "African  American 
Veterans  and  Community:  Post-TVaumatic  Stress  Disorder  and  Related 
Issues."  To  me  this  title  seems  to  suggest  that  perhaps  Afiican  American 
veterans  have  something  meaningful  to  contribute  to  inner  city 
communities. 

My  years  of  corporate  world  experience  on  Wall  Street  taught  me  to  see 
veterans  in  a  different  way.  I  saw  veterans  using  their  war  zone 
experience  to  better  their  families,  their  communities,  and  the  nation. 
Many  applied  their  hard-earned  insights  into  the  nature  of  human 
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experience  to  how  leadership  works,  to  how  good  team-building  is  done, 
to  how  a  Job  Is  done  well  the  first  time,  and  to  how  to  protect  the  helpless 
and  needy  among  us  in  various  American  communities. 

From  these  veterans  I  learned  quite  a  bit  about  how  military  service, 
particularly  the  maturation-enhancing  advantages  of  combat  experience, 
prepare  men  and  women  to  walk  the  path  of  peace,  and  to  appreciate 
and  value  life,  while  eschewing  conflict  and  violence.   I  have  noticed 
tremendous  strengths  and  insights  in  problem-solving  and  in  decision- 
making, not  only  in  successfully  adjusted  veterans,  but  also  In  those 
whose  personalities  have  been  distorted  by  war  and  homecoming 
negativity,  and  the  impact  of  PTSD  and  other  lingering  psychological 
conflicts. 

I  focus  on  the  concept  of  "veteran-youth  positive  coaching"  (V-ypC).  a 
"value-added"  approach  to  enriching  Uie  lives  of  youth  in  trouble,  and 
why  I  believe  veterans  are  among  the  best  candidates  to  serve  as  brokers 
for  change  in  the  lives  of  disillusioned,  rageful,  fearless,  uncommitted  (to 
family,  community,  school,  or  to  life  itself),  and  violent  children,  youth 
and  young  adults  in  our  nation  today.   "Coachmg"  and  "value-added"  are 
two  concepts  I  encountered  while  I  consulted  on  Wall  Street;  they  have 
important  applications  to  the  quality  of  the  relationships  veterans  and 
our  youths  can  share.  Mr.  Chairman.  I  believe  that  the  time  has  come 
for  a  bold  step  to  be  taken  to  help  our  inner  city  youths.  Many  of  these 
youths  are  children  of  veterans  who,  often  because  of  paternal  PTSD, 
have  been  unable  to  receive  essential  parental  support  and  guidance. 

For  too  many  of  our  youths,  violence  has  become  a  way  of  life.  A  way  to 
feel  strong.  A  way  to  feel  loved,  secure  and  important.  A  way  to  feel 
empowered.  Away  to  increase  self-esteem.  They  are  exposed  to  the  toxic 
effects  of  violence  perpetrated  by  others  against  them,  and  violence 
perpetrated  against  others  by  them.  They  are  trapped:  they  feel  alone 
and  abandoned  by  family,  community,  and  nation.  They  are  bitter  and 
fearlessly  vengeful  toward  most  authorities  -  most  adults,  parents, 
teacher,  ecclesiastical  figures,  police,  and  the  entire  criminal  justice 
system  —  whom  they  have  come  to  distrust,  cind  view  as  "irrelevant 
agents"  to  their  welfare. 
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Many  of  these  young  people  do  not  trust  most  adults.  They  see  adults' 
interactions  with  them  as  a  form  of  "pseudorelating  mechamics" 
associated  with  what  Lifton  has  called  "counterfeit  nurturance. "  Many 
youth  feel  suspicious  of  adult  nurturing  initiatives,  and  so  remain 
alienated  from  them.  As  long  as  our  youth  remain  alienated  from  the 
world  of  authority  and  adults,  the  less  capable  they  will  be  to  use 
aggression-modifying  influences  ordinarily  associated  with  having 
relationships  with  adults.  Some  youth  in  trouble  have  never  had  the 
opportunity  to  bond  with  another  human  being,  and  attachment 
behavior  was  never  developed  in  relation  to  a  protective  adult. 

Many  have  a  deep  conviction  that  they  will  not  Hve  to  be  fiiUy  matured 
adults,  and  so  many  of  them  do  not  care,  either  for  self  or  others.  Often 
psychological  abuse  and  neglectful  relationships  by  adults  produce  in 
children  an  impulse  to  self-abuse,  the  behavioral  preamble  to  violence, 
and  to  sibling-abuse,  child-abuse,  wife-abuse,  and  elderly-abuse.  Can 
veterans  turn  around  the  "abuse  learning  chain?" 

Mr.  Chairman,  I  remember  another  group  of  Americans  who  felt 
alienated  from  the  corpus  of  society,  and  I  am  certain  you  do  as  well. 
These  were  the  teen-age  veterans  returning  from  war  in  Vietnam  to  what 
many  felt  was  an  ungrateful  nation. 

Like  today's  inner  city  youth,  these  veterans  were  also  young,  bitter,  and 
many  found  that  violence  was  the  only  way  to  maintain  control  over  fear 
and  feelings  of  hurt  and  humiliation  that  were  generated  In  an 
environment  they  felt  to  be  antagonistic,  hostile,  and  non-nurturing. 
Many  of  these  veterans  have  achieved  developmentally  natured 
perspectives,  and  are  ready  to  put  them  to  work  for  our  youth  today. 
Our  young  people  are  seeking  viable  models  to  emulate  and  to 
internalize.  Veterans  can  be  these  models  for  our  young  people.   Many 
youths  find  that,  as  adults,  veterans  have  credibility.  For  they  were  the 
ones  that,  having  been  trained  in  military  arms,  have  had  to  use 
destructive  force  and  sanctioned  violence  against  an  equally  violent 
enemy.  They  have  seen  friends  killed,  just  as  young  people  have  seen 
their  friends  smd  relatives  killed  in  the  home  or  in  the  violent  streets. 
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Mziny  veterans  have  had  to  hurt  human  beings  in  the  line  of  duty,  giving 
them  a  profound  understanding  of  the  effects  of  violence  on  human  life. 

Veterans  can  talk  to  youngsters  about  techniques  of  surviving  hostile 
environments,  about  the  experience  of  being  lonely  and  filled  with  terror, 
about  the  ultimate  benefits  of  getting  and  maintaining  human 
relationships  and  building  trust  in  others,  and  about  the  virtues  of 
discipline  in  their  lives.  Young  people  can  relate  to  the  genuLness, 
candor,  gentleness  and  insights  into  life  and  death  veterans  portray  In 
their  behavior.   Helping  violent  youths  may  ultimately  require  one  who's 
been  there.   But.  in  my  Judgment,  veterans'  success  with  young  people 
may  not  only  require  exposure  to  war's  violent  moments,  but  also  to  the 
lessons  learned  about  self-control  (I  respectfully  refer  you  to  my  recent 
article.  "Low  Intensity  Warfare"  in  the  Inner  City:  Veterans'  Sell-Control 
Strategies  May  Ameliorate  Community  Violence  Among  Youth"  (Trotter 
Review.  Spring  1993)).  We  often  hear  authorities  saying  that  what  inner 
city  youths  need  is  education.   Cognitive  education  about  strategies  and 
techniques  will  not  work:   they  need  a  relationship.   Helping  violent 
youths  to  develop  self-control  will  never  be  achieved  by  lectures,  but 
perhaps  through  living,  human  relationships  with  genuine  people  who 
care.   Educating  the  emotions  is  required,  and  this  is  only  achieved,  in 
my  opinion,  when  tlie  teaching  and  learning  are  done  in  the  context  of 
meaningful  human  relationships.  Veterans  fit  the  bill  here. 

Veterans  appear  to  know  how  to  talk  to  young  people,  and  the  fact  that 
they  (veterans)  are  progressing  through  mlddlessence  makes  them  even 
more  suitable  to  help  our  youths.  One  of  the  things  that  naturally 
happens  during  the  mid-years  is  that  the  Individual  has  an  almost 
organic  need  to  pass  down  a  legacy,  to  do  something  special  for  the  next 
generation.  Helping  our  youth  would  give  veterans  a  sense  of  self-worth 
and  Increased  self-esteem,  while  fulfilling  the  impulse  to  serve  America 
once  again.  "What  this  means,  Mr.  Chairman,  is  that  for  many  veterans 
personal  well  being  ~  psychologically,  socially,  culturally,  spiritually,  and 
economically  —  may  be  contingent  upon  whether  the  veteran  finds 
expression  for  his/her  natural  impulse  to  serve  and  help  others.  This 
makes  veterans  a  natural  In  engaging  young  people  in  countering 
violence  in  their  lives. 
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The  Inner  cities  are  In  deep  trouble.  Random  violence  has  reached 
epidemic  proportions.  The  United  States  is  said  to  have  surpassed  other 
industrialized  countries  In  terms  of  violent  crimes  to  include  homicides. 
Homicides  have  increased  In  African  American  populations,  and  are  the 
leading  cause  of  death  among  African  American  men  and  women  ages  15 
to  34.  a  39  percent  Increase  since  1984.   Eyewitnessing  of  violence  by- 
young  children  are  also  on  the  increase.   Such  exposure  to  violence 
results  in  FTSD.   PTSD  is  a  psychiatric  disorder  which  comes  from 
psychological  trauma  ("wound  to  the  mind").   It  fills  the  person  with 
uncertainty  about  self  and  world,  as  intrusive  ideas,  emotions,  and 
memories  supplant  one's  sense  of  inner  security.  Some  20.7  percent  of 
African  Americans  who  served  in  Vietnam  have  PTSD  today,  according  to 
the  National  Vietnam  Veterans  Readjustment  Study  (NWRS).   Here  is 
another  common  ground  for  credibility  and  understanding  between  the 
veteraui  and  inner  city  youth:  PTSD. 

In  addition  to  the  concept  of  V-YPC  is  another  way  veterains  can  help 
Inner  city  children  and  youths;  namely,  through  the  application  of 
findings  from  veterans'  studies  to  resolving  the  pain  of  psychic  trauma 
and  PTSD.   In  a  recent  book  chapter.  "Inner  City  Children  of  Trauma: 
Urban  Violence  Traumatic  Stress  Response  Syndrome  (U-VTS)  and 
Therapists'  Response,"  I  discuss  the  effects  of  violence  upon  the  minds 
and  bodies  of  Inner  city  children.  Not  very  well  known  to  most  people 
who  associate  my  personal  and  professional  work  with  veterans'  aifairs  is 
the  fact  that  I  have  many  years  of  working  with  inner  city  children  and 
youths  from  Jamaica.  Brooklyn  and  from  other  areas  of  New  York  City, 
parts  of  Nassau  and  Westchester  Counties.  I  learned  quite  a  bit  from 
these  Americans  as  well.  I  know  that  the  trauma  these  children  and 
youths  have  suffered  can  be  alleviated  by  the  technology  we've  learned 
from  veterans'  studies. 

The  Department  of  Veterans  AfEairs  {VAJ  can  play  a  vital  role  In  bringing 
veterans  PTSD  technology  developed  over  the  years  to  assist  inner  city 
children  and  youths  in  managing  and  resolving  U-VTS  or  PTSD. 
Through  its  Readjustment  Counseling  Service  (RCS).  VA  has  been  at  the 
forefront  in  spearheading  the  development  of  this  Important  technology 
for  the  masses  of  Americans  in  need  of  post-disaster  psychiatiic  and 
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psychosocial  assistance.   RCS  has  proven  over  the  years  that  the  VA  can 
be  effective  in  transporting  knowledge  gained  from  veterans'  studies 
pertaining  to  psychological  trauma  and  its  sequelae  to  ameliorating  the 
effects  of  catastrophe  and  disaster  both  in  American  and  world 
communities. 

PTSD  technology  was  also  applied  to  the  local  community  In  wake  of  the 
1991  Penyville  Explosion,  in  which  the  Perry  Point  VA  Medical  Center 
was  spiritedly  mobilized,  and  took  center  stage  in  effecting  relief  to  a 
devastated  community,  under  the  leadership  of  Mr.  Wilfred  Klngsley,  Mr. 
James  Brophy,  John  D.  Lipkin.  M.D.,  and  Lee  D.  Crump,  Ph.D.   I 
personally  participated  in  this  operation  as  I  did  in  the  San  Francisco 
earthquake  of  1989.  The  VA  has  been  conductii:ig  outreach  into  the 
Slsseton-Wahpeton  Sioux  Reservation  since  1979.  and  has  been  a 
steadfast  agent  in  alleviating  di.stre.ss  In  survivors  of  Inike.  Hugo,  and 
other  natural  and  man-made  disasters. 

I  propose  that  the  VA  transport  PTSD  technology  into  the  inner  cities  to 
help  ethnocultural  group  children  and  youth  suffering  from  psychological 
and  social  traumata.   It  is  important  that,  since  many  parts  of  the  world 
is  today  enjoying  the  benefits  of  this  technology,  developed  primarily  in 
the  context  of  American  veterans,  that  VA  consider  exporting  this 
technology  to  help  African  nations  that  are  engaged  in  either  low- 
intensity  warfare  or  full  blown  conventional  or  guerrilla  warfare.   The 
citizens  of  these  countries  need  our  expertise.   Highly  commendable  work 
by  VA  has  already  begun  in  Cential  American  where  children  and  other 
civilian  populations  have  been  pummeled  by  war  stress  for  many  years. 
Here  are  the  specifics  In  terms  of  what  1  believe  Congress  can  do.   First, 
provide  additional  psychiatric  funding  resources  to  ensure  that  veterans 
are  tit  to  serve  Inner  city  youths.   Since  every  mission,  whether  military 
or  domestic,  requires  the  participants  to  be  fit.  the  excellent  work  done 
here  at  the  Perry  Point  VA  Medical  Center  by  Chief  of  Staff.  John  O.     ' 
Lipkin.  M.D..  who  recently  testified  before  the  Senate  for  additional 
psychiatry  dollars,  and  the  indefatigable  efforts  of  Drs.  Errera.  Lehmann. 
and  Barnes  in  VA  Central  Office  in  Washington.  DC.  on  behalf  of 
veterans  are  exemplary.  My  current  professional  involvements  here  at 
Perry  Point  VA  Medical  Center  in  direct  care  of  veterans,  places  me  once 
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again  on  the  frontline  of  making  veterans  fit  for  service.  Veterans,  like 
amy  others,  can  only  be  effective  when  they  take  the  time  to  prepare 
themselves  adequately  for  the  mission.   For  many  veterans  with  long- 
standing, chronic  PTSD  and  related  health  problems,  psychiatric  care  Is 
clearly  essential  for  success  on  the  domestic  service  front.  Being  fit  first 
is  important  in  order  to  serve.   Many  veterans  need  to  first  overcome 
PTSD.  depression,  fear,  avoidance,  alcoholism,  and  drug  abuse  in  their 
lives.  This  will  require  more  psychiatric  dollars. 

Second,  1  believe  It  Is  vitally  important  that  psychiatric  services  in  VA 
add  a  cross-cultural  perspective  when  treating  distressed  ethnocultural 
group  veterans.   Much  more  needs  to  be  done  in  this  area.  The  issue  of 
racio-cultural  factors  are  important.  This  is  what  this  hearing  is  all 
about.  We're  all  familiar  with  the  saying  that  there  is  no  difference 
between  minority  and  non-minority  veterans,  that  all  veterans  are  the 
same.   But  the  statistics  continue  to  tell  a  different  story  in  terms  of  the 
higher  rates  of  PTSD  and  related  psychological  and  social  maJadies. 

Empowering  African  American  veterans  to  serve  may  be  seen  in  terms  of 
what  I  view  as  a  service-to-service  sequencing  In  which  psychiatric 
services  provided  to  veterans  by  VA's  Mental  Health  and  Behavioral 
Sciences  Service  create  a  "service  chain  for  social  healing"  (or  helping 
veterans  to  help). 

Third,  we  need  the  unanalyzed  data  from  the  1988  Congressionally- 
mandated,  VA  supervised  National  Vietnam  Veterans  Readjustment 
Study  (NVVRS).  Tliough  the  reports  so  far  since  1988  have  been  helpfril, 
no  indepth  analyses  have  been  done  on  the  vast  amount  of  untapped 
information  on  our  nation's  veterans.  The  research  agency.  Research 
Triangle  Institute  (KTI)  of  North  Carolina,  headed  by  Drs.  Kulka. 
Schlenger.  and  Fairbanks  have  repeatedly  requested  additional  funding 
to  continue  to  unravel  the  mysteries  of  PTSD  and  its  impact  on  human 
welfare.   Information  is  particularly  needed  as  it  relates  to  inner  city 
African  American  veterans  whose  rate  of  PTSD,  as  noted  before,  is  20.6 
percent  compared  to  13.7  percent  for  veterans  classified  as 
"white/other." 
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We  need  to  know  the  implications  of  this  relatively  high  rate  of  the 
disorder,  so  pervasively  implicated  in  dysfuncttonal  parenting,  sleep 
disturbance,  irritability,  avoidance,  work  inhibitions,  marital  discord  and 
high  rates  of  divorce,  suicide,  and.  in  general,  in  lost  human  capital.   It  is 
important  that  a  contract  be  granted  to  RTI.  and  that  co-principals  in  the 
data-reanalysis  process  be  African  Americans.  The  new  analyses  could 
conceivably  assist  the  National  Center  for  FrSD.  directed  by  Matthew 
Friedman.  M.D..  Ph.D.  of  White  River  Junction,  Vermont,  to  create 
culture-relevant  research,  training  and  education  relevant  to  African 
Americans  throughout  Its  seven  divisions,  to  include  the  Pacific  Division 
in  Honolulu.  Hawaii. 

Fourth,  it  is  important  that  mechanisms  be  developed  to  "export"  PTSD 
technology  to  Third  World  nations  whose  citizens  are  exposed  to  the 
devastation  of  war  and  natural  disasters. 

Fifth,  it  is  also  important  to  support  and  encourage  the  development  of 
mechanisms  to  establish  a  National  Veteran-Youth  Positive  Coaching 
Program  that  mobilizes  tlie  expertise  and  resources  of  ethnocultural 
group  veterans'  organizations  serving  various  inner  city  communities 
around  the  nation. 

Once  again.  Mr.  Chairman,  I  am  grateful  for  the  opportunity.  Thank 
you. 
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"Low-lntensHy 

Warfare"  in  the 

Inner  City: 

Veterans'  Self-Control 

Strategies  May 

Ameliorate 

Community  Violence 

Among  Youth 

by 
Erwin  Randolph  Parson,  Ph.D. 

But  Ibere  is  another  set  of  leuoDS  leaned  by  the 
mea  and  women  who  served  in  the  war.  resilience, 
woilciiig  under  pressure,  knowledge  of  teamworic 
leadership,  tougb-iamdedness.  and  upecu  of 
maturity  (Panon  1989a). 

The  use  of  weapons  in  varioni  ijiner-city  conununities 
in  Asicrica  is  comparable  lo  Nicanguan  'low-incensicy 
wnifare'  whose  objective  was  ch«  nuss  ten'oiization  of 
civiliaas  by  the  Conns.  Low-ioteosity  wsrfaxe  iheoiy  is 
defined  as  '^otal  war  at  (he  grassroots  lever  (Summerfield 
and  Totter  1991,  85).  Violefice  in  the  inner  cities  has  been 
defined  in  similar  ways  by  many  authorides  and  observers. 
Although  urban  violence  may  not  datnage  the 
inftastructure  of  commuQities  to  ihc  sama  extent  that  low- 
intensity  warfare  does,  its  immediate  and  loos-term  impact 
is  nonetheless  devastating  to  btunaa  life  and  to  a  sense  of 
security.  In  esieaee.  it  is  a  war  being  waged  within  the 
minds  and  souls  of  our  yoach.  and  in  the  concrete  jungles 
of  our  urban  centers.  In  inner-city  low-intensity  warfare, 
the  most  likely  candidate  to  successfully  teach  jurvivai 
sldlls  is  perhaps  one  who  has  "been  tbers." 

While  there  is  a  social  epidemic  of  violence  raging 
across  the  landscape  of  the  nation  and  world  (Ford  and 
Rushfonh  1983:  Parson,  in  press),  in  society's  search  for 
meaningful  approaches  to  solving  the  problem  of 
violence,  there  is  one  group  of  individuals  who  is 
ostensibly  missing  from  the  discussioiB  where  the  issue  of 
violence  and  its  control  are  cootemplaled.  I  am  rEferring 
to  veterans  who  served  .Ajnerica  in  Viemam  as  teeoagen. 

The  point  of  view  of  this  article  Is  that  vetenins.  given 
their  own  exposure  to  violence  in  their  late  teens,  have  a 
point  of  view  that  may  b«  useftil  to  society — to  the  violent 
and  would-be  violent  youth  and  families,  to  conununities. 
to  law  enforcement  officials  and  to  public  authorities. 
Veterans  should  be  allowed  to  serve  America— once 
again — tnis  time  by  using  their  knowledge  about  inner 
self-control  of  violence  to  help  communities  being 
ovemin  by  a  ferocious  epidemic  of  violeoi  incidents. 


The  Epldetnic  of  Violence 

Penon-on-poson  violence  is  the  focus  of  this  article. 
This  form  of  violence  is  interpersonal  violence  seen  in 
acute  OT  chronic  spousal  and  child  abuse,  'gang-banger^ 
violence,  and  the  wamon.  landom  violence  in  ifas  streets, 
parks,  schools,  playgrounds,  and  homes  taking  place  in 
many  inner-city  communities. 

'  Violence  is  America's  number  one  sociai  problem.  It  is 
also  this  country's  number  one  public  health  problem,  due  to 
the  adverse  health  effects  it  generates  for  men  woraeo, 
boys,  and  girls  within  the  context  of  family,  community, 
school,  and  friendships.  Violenee  may  be  distinguished  &oro 
afgressloa  and  anger.  Aggression  refers  to  noophysical. 
coercive  action  to  harm,  while  anger  is  an  emotion  that  may 
motivate  adaptive  acdon  or  fuel  aggressive  responses. 

Violenee  is  the  egregious  behavior  uied  by  an 
individual  that,  in  effect,  exerts  great  noxious  force  against 
another  person  with  the  malevolent  intent  of  injuring, 
damaging,  and  destroying  physical  integrity  through 
harmful  behavior.  Like  a  huge,  roaring  iofemo  injuring, 
maiming,  damaging,  and  destroying  everything  in  its  path, 
violence  devastates  our  mner  cities  as  crimes  of  murder, 
rspe.  robbery,  aggravated  assault,  and  burglary  risa. 

The  number  of  deaths  by  violence  exceeds  deaths 
caused  by  emphysema,  bronchitis,  and  asthma  combined 
(.Monthly  Viial  Statistics  Report  1984).  So  violent  has 
Americ!!  become  that  in  1974  it  was  said  thai  a  boy  bom 
in  this  counoy  was  more  likely  to  die  from  murder  than  an 
American  GI  In  World  War  II  (Morris  and  Hawkins 
1977).  West  (1984)  used  the  tenn,  "epidemic  of  violence" 
to  capture  its  utter  pervasiveness.  After  a  period  of 
decline,  sutistics  on  homicide  in  the  inner  city  among 
African-American  males  show  that  murder  has  increased 
dromuiicaily  since  1985  (BeU  sad  Jenkins  1990). 

In  their  discussion  of  the  psychological  impact  on 
children  who  witness  violence.  Bell  and  Jenkins  (1991) 
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mefidon  a  Washington,  D.C,  politician,  who,  ptojecting 
from  the  first  six  moatfas  of  homicide  statistics  in  1990. 
referred  to  that  yew  as  the  "bloodiest  year  In  American 
history"  (estimated  to  have  2,000  homicides  over  the 
previous  year's  figures). 

Bell  and  Jenkins  abo  teponed  that  "the  homicide  laie 
among  bl^ck  males  is  seven  cimes  that  of  white  males; 
bomidde  is  the  leading  cause  of  death  for  blade  men  and 
women  ages  fifteen  to  thirty-four,  showing  a  39  percent 
incrense  for  black  males  sioce  1984"  (p.  177).  The 
Uniform  Crime  Reports  snd  the  National  Criminal  Justice 
Isformalion  Service  (for  the  United  States),  the  European 
Committee  on  Crime  Preblcmt.  and  rTiminjf  Statistics 
(England  and  Wales).  Statistics  Canada,  and  other 
intematioiul  crime  reports,  reveal  ihai  violence  is  an 
international  problem  of  eieat  signifiauce.  The  United 
States  continues,  however,  to  lead  the  free  world  in  tetms 
of  the  "chronically  dysfunctional  eDvironmcnl"  (Dyson. 
1990)  social  and  consnuniiy  violence  spawns. 

Wornie  Reed  (1991).  in  a  Trotter  Institute  Review 
aitide,  "Crime,  Drugs,  and  Race."  compiles  a  number  of 
alarming  statistics  associated  with  inner-ciiy  violence.  He 
writes  that  despite  the  fact  that  blacks  comprise  12  percent 
of  the  general  population,  they  produce  the  following 
unfavorable  violence  statistics: 

•40  percent  of  death  row  inmates  are  blade 

•30,  or  43  percent,  of  persons  executed  in  the  1980s 
were  black; 

•Blacks  are  42  percent  of  ihe  jail  populatioo  and  45 
percent  of  the  state  and  federal  prison  population: 

•Blacks  are  31  percent  of  anestess: 

•Blacks  are  49  percent  of  all  murder  and  noa-neglieent 
homicide  victims: 

•Black  males  in  the  United  States  are  incarcerated  at  a 
rate  four  times  higher  than  black  males  in  South  Africa — 
3.109  per  10,000  in  the  population  compared  to  729:  and, 

•In  1986,  the  total  number  of  black  men  of  all  ages  in 
college  was  426.000.  while  the  number  of  black  men 
between  the  ages  of  20  and  29  under  the  conffol  of  the 
criminal  justice  system  (incarcerated,  on  parole,  or  on 
probation)  was  609,690  (p.  3). 

The  Violent  Veteran:  Myth  anil  Reality 

What  about  veterans,  where  do  they  fit  in?  Of 
lelevance  here  is  Ron  Annsiead's  (1992)  research  on  the 
formation,  developrnent.  and  general  viability  of  black 
veterans'  service  organizations.  He  found  veteran 
organizational  leaders  td  be  very  concerned  about  their 
community,  and  i»w  their  currem  scrvice-delivety  models 
as  hiving  continuity  with  their  past  military  service. 
These  Isaden  also  saw  "organizing  and  servicing  black 
[and  other  ethnocuitural  group  veterans]  as  a  continuation 
of  their  efforts  at  addressing  community  problems"  (p.  4). 
LUce  many  other  veterans,  these  leaders  demonstrated 
their  natural  philanthropic  impulse  to  serve  others  and  to 
bettar  iheir  communities  and  the  world  (Parson  I9S9b). 

Contrary  to  the  commooly  accepted  stereotype,  the 
veteran  Is  a  model  of  courage  and  self-management.  In 
May  1992.  Parson  testified  before  Congress  on  inner<:ity 


A&ican-Amencin  veienns  and  the  positive  loie  models 
they  may  make  for  our  isoer-dty  youth.  He  noted  that; 

The  inner-d^  Afdcan-Ameiican  veteran  needs  to 
b«  included  in  sohdng  oar  nadoa's  violence,  I  have 
laid  this  many  times  before:  only  few  posaos  have 
more  experience  Ihia  veterans  with  violence. 
Veteran  I  have  had  to  generate  violence  in  war; 
they've  had  to  protect  themselves  and  their  &iends 
from  violence  meted  out  by  the  enemy.  Aod,  most 
importantly,  they  have  had  to  control  violence 
withm  themselves  to  maintain  equUibriam.  The 
inner-city  veteran  remains  an  untapped  hunua 
mouices  pool,  with  skills  and  talents  in  leadership 
and  in  team-buildins  (Parson  1992, 6). 

The  War  Experleoee 

Like  all  wois,  the  Vietnam  V>^  was  a  violent  nv^'nf^ 
in  which  ytjung  men  and  women  were  exposed  to  a  hostile 
envirotuneat.  This  milieu  prodoced  xmspeakablc  suffering 
and  violence  that  aSected  bodi  Americans  and  Viemimese. 
In  the  '*ir,  soldiers  experienced  ubiquitous  enviionineatal 
violence  liitldng  even  in  the  least  suspeoed  places,  making 
"the  constant  threat  of  annihilation"  an  ever  pretenl 
poEsibilliy  (Lipkin  et  al.  1982:  Parson  1984).  Soldiers 
experienced  Ihe  boiror  of  violent  deaths,  the  intense  teaor  of 
life-threatening  fire  fights,  and  rnrrny  assaults  with  rockE^ 
morut^  booby  tt^>s.  pimji  sticks,  snake  pits,  laitd  mtlies. 
snipeis,  and  sapper  tttadcs.  Some  soldiers  were  wounded. 
othos  weie  kiHed.  Trucks  drove  up  id  buikfiDgt...aDd  blew 
them  up  with  plasdque,  kids  threw  grenades  into  your 
Jeep.. .mines  blew  up  your  truck  oo  a  road  tiut  had  been 
safe  for  a  year. ..(Uptia  et al.  1982, 909). 

As  Lipkin  also  noced,  "...everyone  learned  watchfulness. 
In  ihe  daytime  watching  the  trees,  watching  the  paddies,  the 
grassy  at  night  watching  the  datlL.  In  the  towns  and  cities, 
watching  all  the  people:  who  had  the  gioiade?  Watching  the 
children:  who  had  die  grensde?"  (p.  909). 

Applying  the  Experience 

Many  soldiers  who  made  it  back  home  have  never 
forgotten  the  lessons  they  learned  in  the  vrar.  In  addition 
to  having  learned  so  much  about  such  highly  valued 
human  qualities  as  resiliency,  competence,  discipline. 
scLf-reipect.  regard  for  others,  leaJiership,  teamwork 
ability,  and  enhanced  functional  petcepciveoess  (i.e., 
making  successful  adaptation  to  the  war's  terrain  and 
reality),  the  soldiers  tntetnallzed  into  their  psyches  the 
"logic"  of  the  war's  socioecology.  This  intemalizaiion 
may  have  adaptivs  value  as  we  seek  to  discover  the  logic 
inherent  in  America's  violent  environments.  To  fiinctitHl 
successfully  in  this  dangerous  environment  required 
conaol^K:ontrol  over  one's  lelf.  As  one  veteran  put  it. 
"Control  was  everything."  Thereforw.  loss  of  conirol  could 
have  had  disastrous  consequences. 

Surviving  the  hosiilines  aught  veterans  certain  irutiis 
about  themselves,  and  about  others — profound  lessons 
about  human  relationships,  about  courage  under  flie, 
about  human  resourcefulness  and  the  capacity  for  change 
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and  survival.  Mosc  of  these  veterans  learned  lo  put 
personal  temr.  societal  dliappiovtl.  butiutioDal  negleci. 
fflonl  uncenainty  wid  confusion,  ihame,  gullL  sod  pride 
inio  some  kind  of  lolenble  personal  perspcciive. 

Thij  gives  veierans  an  edge  in  lenni  of  teachisg 
Amenca's  youth  the  lecimiqiies  of  violence  control  within 
themselves.  They  had  to  struggle  against  the  forces  of 
violence  in  Vietnam  to  remain  alive,  and  then  had  to 
survive  the  bitter  experiojces  of  insdtuiioosl  neglect  lad 
cultural  vilification  at  the  hotnecoming.  This  has 
strengthened  many  veienus  who  are  today  eager  lo  shai« 
their  experiences  with  our  youth. 

The  building  of  effective  barriers  within  the  self 
against  the  e;cpTession  of  violence  against  other  people  is 
a  lesson  most  veterans  have  had  to  learn  over  the  years. 
This  has  been  revealed  in  many  studies  (for  example, 
Roben  et  al.,  1982)  which  have  failed  to  support  the 
stereotype  of  the  violent  veiertA  by  showing  a  higher 
Ineldence  of  violence  among  veterans  compared  to 
nonveicruu.  Even  studies  (such  as  Sliange  and  Biowu, 
1970)  which  showed  that  combat-experienced  veterans 
may  have  mote  violent  thoughts  than  others,  veterans 
were  less  likely  to  act  on  these  Impulses,  demonsoraiing 
control  over  these  feelings  and  impulses.  This  level  of 
self-control  is  consistent  with  what  it  known  about  the 
veteran's  successful  transfer  of  jailitaiy  experience  to  the 
civilian  sector  (Armstead  1992;  Parson  1989a;  Hali- 
Sheehy  1984).  As  Parson  (1989a)  notes: 

Since  the  Vietuam  War,  veterans  have  been 
digging  new  trenches  and  courageously  making  it 
though  a  dense  jungle  of  a  different  kind — the 
contemporary  economic  jungle.  This  jiingle  requiied 
the  same  skills  In  hypervigilance,  uieodon  to  detaib, 
self-confidence,  and  coromitment  demanded  by 
Vietnam's  giierrilla  milieu  (p.  3). 

Leaniing  self-control  over  violent  feelings  requires 
extraoTdinary  effort,  both  in  the  war  and  after  the  war. 
Society  can  be  reassured  that  veterans'  self-maoagement 
skills  may  be  extended  to  contemporary  socioculiural 
affairs.  This  is  because  lessons  learned  are  never  truly 
lost.  For  "the  brain  chat  learned  so  much  afacui  trauma  and 
pain  [in  Vietnam]  is  the  same  organ  that  stores  .  .  . 
poritive  and  valtiable  skills"  (Parson  1989a,  1). 

Gaining  psychological  equilibrium  and  putting 
personal  bitterness  aside  has  not  been  easy  for  many 
veieians  (Llpkin  et  aL  1982).  Many  worked  hard  at  self- 
rehabilititivc  efforts  in  the  absence  of  government- 
sponsored  debriefing  programs.  Many  other  veterans, 
however,  did  teach  out  for  help:  they  realized  they  couid 
not  do  it  alone. 

Given  thia  experience,  veterans  are  in  the  position  to 
help  solve  the  problem  of  violence  in  two  ways;  first, 
through  "hardware  technology'  (i-e.,  active  instruction  and 
puidance  in  violence-management):  and  secondly,  through 
"software  technology"  (i.e..  laing  the  "personal  lessotis  of 
control"  approach  for  violence  regulation).  The  latter 
strategy  is  the  prefeired  one,  and  the  focus  of  this  aitide. 


The  negative  image  of  vcienns  seenu  to  be  the  oae 
Ungering  eoncrm  that  may  have  the  poteaiUl  to  denQ 
veterans'  efforts  towards  ending  violen««  in  their 
cominanitiex.  Although  studies  have  shown  tbai  "eootnib 
against  violence  can  be  deconriirioned  by  warfare"  (Haley 
1978, 278),  00  smdy  has  as  yet  conclusively  demoostraied 
that  veterans  of  any  era  are  more  violent  than  their 
nonveteran  countetparts.  The  negative  Image  of  vetciws 
in  recent  years  has  been  shaped  more  by  harmful, 
unfoitunate  stereotypes  partly  propagaud  by  the  media 
functioning  as  the  ti^  arm  of  a  culture  which  has  sought 
and  found  exculpatory  targets— -scapegoats— -in  its 
veterans  in  order  to  shield  itself  from  the  painful 
realizatioos  snnounding  the  naiian's  war  experience. 

Principles  of  Violence-Manasement; 

Self-Contn;!  Stratesies  from  Veterans' 

Experience  in  the  MUitary 

Violence  against  people  may  be  seen  in  terms  of  the 
motivational  intent  behind  the  expression  of  violence 
behavior.  Zillman  (1979)  mentions  two  classes  of 
motivations:  "AnooyaDCe-motivaied''  violence  and 
"iaeentive-motivated"  violence.  Annoyance-motivated 
violence  accounts  for  ttme-fourths  of  all  homicides.  They 
are  the  result  of  acute  conflict  or  trivial  arguments 
stemming  bom  such  conflicts  as  lover's  quairels,  jealousy, 
narcissistic  insults  and  injury,  and  personal  hvnriliarlnn.  If 
individuals  involved  in  annoyance-motivated  violenkc 
coold  1^^*"  bow  lo  control  (heir  Cay  emodons  there  would 
be  less  explosive  incidences  causing  injury  oad  haim.  The 
following  control  principles  are  an  outcome  of  6as  writer's 
clinical  observations  of  veterans,  and  of  the  fliniral  and 
nonclinical  strategies  ±ey  employ  to  gain  conirol  in  their 
own  Uves.  These  control  principles  have  sound  tfaeoietical 
and  applied  bases  in  cognitive  and  behavioral 
psychologies,  imown  for  their  value  in  assisting  people 
gain  cuuuol  and  perspective  to  their  lives. 

These  violence-maoagemem  principles  are:  creating  a 
sense  of  belonging  nansfonning  self  ihioagb  change  in 
thinking;  self-abuse  management;  cooiage  under  fire; 
overcoming  the  me-Qrst  cultural  orientadcm:  and  coming 
to  terms  with  emotional  hurt  caused  by  parents  and 
authority  persons. 

Creating  a  Sense  of  Belonging 

(imer-ciiy  children  and  youths  are  often  described  as 
alienated,  confused,  bitter,  and  economically  and 
politically  diseofianchised.  The  associaiiea  of  large-scale 
drug  abuse  and  landom  violence  with  inner-city  youth  has 
led  many  Americans  to  see  these  young  people  ai 
subbumno.  Actually,  these  descriptions  are,  to  some 
extent,  accurate:  people  who  murder  and  engage  in 
lawlessness  and  wanton  disregattl  for  life  and  the  geoetal 
wi>lf:ire  of  others  are  In  deep  cniublc.  They  behave  as 
though  they  have  lost  their  humanity  and  all  "natural 
af  fee  don"  for  humankind. 

Like  survivors  of  European  death  camps  described  by 
Terreoce  Dcs  Pr«s  (1976),  these  American  youths  have 
lost  faith  in  the  capacity  of  human  beings  for  goodness. 
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Moreover,  there  is  a  "broken  connection"  (Ufloa  1980)— 
a  "severed  connectivity"  (P«rson  1988)  between  self  and 
other.  This  lack  of  faith  aad  trust  in  family,  church, 
commiiniiy.  nation,  and  world,  maJcet  it  "easy"  to  be 
violent,  and  to  use  the  opiioa  of  violence  in  solving 
problems  and  in  regulatins  self-esteem. 

When  this  degree  of  bankruptcy  in  human  connectivity 
occurs,  nothing  less  than  radical  departures  from 
"ordioary"  programmatic  procedures  will  suffice. 
Although  a  specific  program  for  assisting  urban  children 
and  youth  is  beyond  the  scope  of  this  urticle,  this  writer 
believes  that  any  program  orgaiuzed  to  help  inner-city 
youths  rattsi  Include  opportunities  for  Bubeiian  l-Thou 
dial/)gug  between  veterans  and  youths.  Such  a  program 
would  call  for  engaging  young  people  on  a  one-to-one 
basis  (I-Thou).  and  later  in  a  group-imexactlve  format. 
The  I-Thou  form  of  human  relaong  originates  in  the 
philosophical  writings  of  Martin  Buber  (1970), 

Buber't  I-Thou  concept  highlights  a  form  of  human 
relating  in  which  two  people  as  a  basic  unit  are  &ee  to  be 
ibemselves,  engage  the  other  in  meaningfiil  dialo^e.  and 
derive  mutual  impact  and  benefit.  Moving  beyond  empathy 
(a  feeling  ""into"  the  other  penwj's  experiaice).  the  l-Thou 
mniuality  offers  a  humanizing  experience  for  both,  for 
"There  is  no  'I'.. .only  the  basic  woid  *I-Thou'"  (p.  54). 

Over  the  years,  many  veterans  harve  expressed  to  me 
their  regret  thai  there  were  no  opportunities  for  such 
dialogue  wlien  they  came  home  over  twenty  years  ago 
from  the  war  in  Southeasr  A  sin  Human  eommimication  is 
vital  to  masaging  violence  in  youth,  and  clearing  up 
mitcoramunleations  is  a  key  to  dealing  with  violence- 
generating  inner  tuimoU.  The  "Big  Brother"  model  is  one 
of  several  that  may  be  adapted  here  if  such  a  program  for 
inner-City  youth  were  to  be  developed. 

Aaother  important  tool  in  establishing  a  feeling  of 
belonging  is  the  collective  group  selling.  Vetenuis  know 
the  value  of  the  family  feeling,  ja  well  as  the  life-saving 
value  of  a  cohesive  group  of  people  working  toward 
shared  goals  and  objectives.  They  also  know  that  wiifaoui 
discipline  very  h'ttle  constructive  action  is  possible.  The 
core  organizing  principle  here  has  to  do  with  human 
relationships.  After  or  In  eonjuaction  with  l*Thou 
dialogue,  the  group  interactive  component  becomes  very 
imponant.  Organizing  meaningful  academic,  recreanorut, 
and  cultural  trips  may  also  offer  youths  an  alcemaove  to 
feelings  of  isolation  and  to  ibe  "conviction  of 
expendabiliiy" — the  feeling  that  no  one  cares  for  thenx 

Acquiring  the  sense  of  belonging  is  one  step  in  assisting 
young  people  to  manage  reactive  rage  and  violence. 
Feeling  cored  for.  confinned.  and  respected  precedes  the 
acquisition  of  discipline  and  self-control.  Veterans  can 
assist  youog  Individuals  to  establish  closeoess  in  an 
environment  of  trust,  safety,  and  positive  mutual  regard. 
The  group  may  also  become  a  source  of  piide.  self*wonh. 
and  pmitive  group, identification  fof  these  youths. 

Veterans  may  also  be  able  to  help  young  people  to 
develop  a  sense  of  competence.  Many  violent  young 
people  often  tell  of  fvcling  incompetent  <n  just  about 
everything  they  do.  As  young  Americans  in  the  wn-  zone. 


veterans  were  ^ven  i  great  deal  of  letpooslbiUcy,  and 
many  "proved"  themselves  lo  be  competent  and  efficiem. 
These  feelings  of  lncaii^>eience  and  a  lack  of  effective 
behavior  for  c^ing  with  the  real  wotld  may  propel  yoting 
people  towards  violence. 

Transforming  Self  Through  Change  in  TbinkiDg 

Based  on  their  own  exptrieocc,  veterans  believe  that 
people  can  change  and  have  an  intuitive  apprt:ciatlos  for 
transformaiionai  processes.  They  have  eDcpeiienced  first 
hand  how  military  training  iransfoimed  the  young,  ixaiva 
recruit  into  a  combat'cffective  Individaal  through  a 
change  in  thinking.  The  drill  instructor,  sergeant,  and 
cornmanding  officers  were  the  agents  of  this  change.  This 
artide  suggests  that  veterans  can  potentially  become  these 
agents  of  change  for  our  young  people. 

Military  service  also  taught  veterans  that  achieving  an 
obJKtive  may  require  more  than  one  wsy  of  thinking:  it 
may  require  multiple  strategies.  This  ability  to  generate 
options,  or  poisibitity  Thinking,  opens  up  a  whole  new 
world  to  individuals  who  foel  tbsy  have  little  or  no 
opnons  io  life,  are  £nutrated,  and  feel  "boxed  in." 

Teaching  techniques  of  self-instrucdoa  to  imier<ity 
youths  inay  provide  yet  another  avenae  to  regulating 
potentially  violent  ideas  and  actions.  Most  people  talk  to 
themselves  to  give  self-Lnstnicuons.  direeiions,  and 
guidance  in  solving  problems  and  seif-soolfaing.  This  is  a 
normal  process.  Meichenbaum's  (1977)  theory  of  self- 
instructxoa  holds  that  direct  verbalizarioss  of  meanin^ul 
and  positive  self-instmction  can  manage  aggression  and 
violence.  VMnans  have  used  this  and  other  techniques  to 
maintain  self-control  and  perspective  while  on  dangerous 
and  frightening  military  missions. 

Veterans  may  also  be  able  to  engage  young  people  in 
healdiy  mutual  dispaiations  on  specific  issues  to  help 
them  acquire  trust  and  comfort  with  older  persons  who 
respect  their  views.  Disputation  sessions  may  focus  on 
issues  of  burning  importance  lo  young  people  pertaiuing 
to  their  families,  communities,  and  to  the  society  at  large. 
This  procedure  has  been  found  to  lend  itself  to  various 
forms  and  leveb  of  moral  reasoning  (Garbaiino  et  aL 
1991;  Tapp  1971),  and  to  the  amelioration  of  rage. 
cytticistn,  and  suspiciousness. 

Finally,  urban  youth  with  impiikive  tendeneles  believe 
'iiat  (bey  have  no  choice  but  to  react  to  stimuli  in  an  all-or- 
none  manner — in  total  exnemes  -wiih  no  intermediary 
gradations  of  einulional  expression  They  arc  often 
oblivious  to  options  in  their  lives.  The  technique  of  scaling 
teaches  individuals  Co  see  emotional  expressions  on  a 
continuum  in  order  to  help  them  gain  control  and 
peiBpecdve.  The  veteran  had  to  use  this  principle  to  qpeiate 
safisly  and  effectively  in  a  guerrilla  war  environmenL 

Self.Abuse  Management 

Violence  toward  others  begins  with  violence  toward 
oneself.  Youth  who  experience  psychological  hurt, 
abandonment  physical  abuse,  and  humlUacion.  will  foree 
others  to  experience  the  same.  Taking  drugs  to  queU  the 
torment  within,  "living  on  the  edge,"  aloug  with  a  geocial 
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absence  of  self>caring  sldUs  tre  precursor  signs  of 
violence  &5ains[  others.  Many  inner-city  children  and 
youth  this  writer  has  seen  in  clinical  iheiapy  were  tau^i 
how  to  abuse  themselves  by  negative,  harmful 
inieractions  with  significazu  people  in  their  lives. 

Self-abuse  is  a  consequence  of  cbronic  self-baired, 
self-punishmenL  sdf-piiy,  sclf-blame,  depression,  and  the 
rigldlfylag  of  one's  perception  of  the  world  as  a 
persecutory,  oppressive  place  to  live.  The  tesuliant  guilt 
aitxiety,  and  apsthy  flare  up  into  violence  in  order  for  the 
individual  to  cope  with  self-abuse  in  its  many  forms. 
Veterans  may  have  the  ability  to  challenge  tlie  young 
person's  irrational  beliefs  about  self  and  others,  and  to 
teach  skills  that  will  help  them  manage  the  taiuting, 
haunting  thought  that  "you're  no  good,  you'll  never 
'mount  to  'nothin." 

Young  people,  like  most  adults,  have  a  number  of  ideas 
about  self,  other  people,  and  situations  that  may  be  called 
ixiationaJ.  Examples  of  irraiional  beliefs  are:  "Everyone 
should  love  and  approve  of  me";  "I  am  mad  with 
everybody  because  they  all  see  me  as  no  good";  or  "I  am 
black:  white  Americans  owe  me  a  loL"  Such  ingrained 
beliefs  shape  attitudes  and  values  coward  self  and  others. 

Racism  is  a  form  of  American  instituiional  violence 
against  the  etlinic  minority  person.  Obviously,  this  is  a 
reality  that  cannot  be  negated.  However,  when  it  comes  lo 
assisting  urlJan  yourh  in  violence-management,  only 
individual  responsibility  (as  opposed  to  the  collective 
responsibility  of  society)  will  produce  the  needed 
controls.  Irraliunal  belief;  generate  anxiety,  tension,  inner 
stress  (Ellis  198S).  and  sclf-abose.  resulting  in  the  erosion 
of  internal  controls.  This  makes  it  highly  probable  that, 
with  lilde  instigGtion.  violence  will  fUre  up. 

Violent  people  have  irintiotial  beliefe  wKich  make  their 
capacity  to  control  violent  impuUet  very  difficult. 
Veterans  have  had  to  deal  aith  society's  irraiional  beliefs 
about  them,  and  their  own  irrational  beliefs  about  their 
.«lf-worth  and  value  to  a  society  which  lost  its  ability  to 
disiingi:ish  between  the  soldier  as  a  human  being  and  the 
flawed  policies  of  a  war  machine  gone  out  of  control- 
Developing  rational  thinking  bolsters  self-esteem  and 
helps  strengthen  internal  controls. 

Cognitive  psychological  theory  expounds  the  idea  that 
an  individual's  dysfunctional  thoughts  and  beliefs  gel 
them  into  emotional  trouble,  and  once  in  this  slate  of  mind 
ihey  are  vulnerable  to  violent  explosions.  Stopping  a 
nagging,  anxiety-provoking  idea  makes  it  possible  to 
focus  on  control-bolstering  thoughts  and  actions.  Here 
too,  veteran.^  have  the  ability  to  instruct  youth  in  the 
procedures  that  help  promote  self-eontrol  through 
suspension  of  the  flow  of  anxiety-  and  depression- 
provokin»  thought  processes. 

Socially  anxious  youngsters  tend  to  become  aggressive 
to  protect  themselves  from  feelings  of  internal  weakness 
and  vulnerability.  Asseniveness  miining  gives  insuuction 
in  the  social  techniques  of  asking  others  for  whatever  one 
needs;  this  makes  it  unnecessary  to  get  ar.^  and  violent 
in  response  to  the  frustration  of  not  getting  one's  needs 
met.  .Many  veterans  have  had  to  adopt  these  techniques  in 


order  to  overcome  self-abuse  in  their  livea.  For  many, 
self-abuse  led  to  spousal  abuse,  child  abuse,  and  to 
chronic  dysfunctional  behavior.  Vaterana  know  about  self- 
abuse:  they  may  be  able  to  help  our  yoong  people  because 
tbey  have  credibility. 

Courage  Under  Fire 

Undertaking  dangerous  military  assigmsents  requires  • 
high  level  of  self-confidence  and  intrepidity.  It  may  take 
the  communication  of  this  level  of  danger-defiance  to 
assist  your  youth  to  successfully  ""just  say  no"  to  powerful 
peer  pressure  to  use  drugs,  join  violent  youth  gangs,  and 
commit  violent  crimes  against  people  and  property. 

Overcoming  the  Me-First  Cultural  Oricntatioa 

Me-first  behavior  is  learned  from  parents  and  others  in 
the  young  person's  lile.  Many  of  them  see  themselves  as 
me-last  in  terms  of  parental  and  societal  priorities.  The 
me-last  feeling  generates  a  me-fini  oiieniatioa  in  young 
people.  Me-fiist  fixaied  youth  are  probably  most  likely  to 
act  violently  when  situations  thwart  self-gntificaiion. 
Veterans,  particularly  those  with  combat  experience,  have 
had  to  put  aside  the  rae-flist  otientatioo  in  an  effon  to 
protect  their  buddies. 

Comiog  to  Terms  with  Hurt  and  Disappointmenl 
Caused  by  Adults  and  Other  Authority  Persons 

Most  violent  youth  learn  violence  through  their 
interactions  with  people.  Often  they  arc  victims  of 
psychological  and  physical  violence,  and  of  witnessing 
violence.  Neglect  by  fathers  and  mothers,  and  by  society 
in  general,  creates  alienation,  rage,  and  vendetta 
preoccupations  against  adults  and  authority  persons. 
These  childnn  and  youth  are  easy  prey  for  drug  dealers, 
gang-banger  recruiters  who  reward  violence  and  offer 
them  prestige,  status,  and  a  sense  of  belonging. 
Unfortunately,  these  negative,  violent  elements  have  often 
eclipsed  the  positive  influence  of  fathers,  mothers, 
pastors,  leacbeis.  principals,  law  enforcement  officers, 
and  public  officials. 

Wtcrms  are  ideaUzable  to  young  [leople;  they  are,  for 
the  most  part,  admired  and  respected  by  many.  This 
stntemenl  is  one  that  many  see  as  incredible.  This  is  in 
pan  because,  though  there  are  studies  on  veterans'  deficits 
in  social,  mental,  and  occupational  ftmctioning.  no  shnilar 
interest  is  understanding  the  positive  »iew  young  people 
have  toward  veteivns  has  been  demonstrated.  £vidence 
comes  from  anecdotal  repons  from  people  who  have 
wor.ked  v^th  and  observed  veterans  directly  for  decades. 
Dr  John  'Wilson,  a  psychology  professor  at  Cleveland 
Sute  University  who  is  highly  acclaimed  for  the  historic 
Forgocien  Warrior  Project  of  1970,  states  on  the 
tdealizabiliiy  of  veterans  to  young  people:  "These 
veterans  are  natural  teachers:  I  use  them  to  teach  my 
classes  every  year."  He  went  on  to  state  thai  students 
admire  and  "look  up  to"  veterans  as  a  special  group  of 
people  with  unique  experiences  that  have  relevance  for 
UBching  courage,  tenacity  and  succesi.  In  searching  for 
meaning  in  their  lives,  many  of  the  "rwenq'-someihlng'' 
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gfiOtmioD  view  veieiaas  as  nuswonhy — u  t  group  that 
''didn't  sell  oui"  but  has  maimsined  incorrupdbilicy  and 
noB-mmcnAlistic  values  when  compered  to  a  gioup  they 
claim  to  despise  for  their  narcissism  and  wanton 
jnaicrialism:  the  so-called  "baby  boomers." 

This  makes  it  possible  for  the  veteran  to  serve  as  a  ]fij»i 
of  bridge  between  alienated  youths  and  che  world  of 
adults  and  authority  figures.  Most  youth  feel  they  bave 
little  or  no  reason  to  trust  adults,  whom  they  see  ai 
narcissistic.  Most  vetetans  of  the  Vietnam  era  now  live  in 
the  "age  of  authojiiy"  by  viiwe  of  their  location  in  the  life 
cycle.  This  makes  them  not  only  adults  who  are  in  the 
enviable  position  to  impart  valuable  knowledge  to  our 
young  people  abouc  courage  and  sclf-managemeat.  but 
who  are  themselves  audiority  persons  in  iheir  own  tiglit. 

Veieraas  have  learned  life  lessons  in  relating  to  and 
appreciating  aodioriiy;  they  have  suffered  the  lonnent  of 
distrusting  their  elders,  of  feeling  disconnected  from 
adults  while  secretly  longing  for  better  relations  with 
them.  Perhaps  randoia.  wanton  violence  in  youthful 
populations  is  incompatible  with  healthy  adult-child 
relations.  A  good,  supportive,  arul  trusting  relationship 
with  adults  is  the  best  antidote  for  self-hatred  and  a 
diminished  ethic  of  caring.  Mutual  trust  and  respea 
between  youth  and  elders  could  have  the  potential  to 
usher  in  a  "violence-modifying  influence"  among  lost, 
bitter,  alienated,  and  violent  youth. 

Summary  and  Conclusions 

Veterans  comprise  a  hidden  resource  pool  America 
needs  to  use  in  order  to  address  and  help  solve  the 
problem  of  violence.  Violence  is  an  epidemic  in  our 
nation  and  world.  The  landom  violence  of  ihe  inner  cities 
cries  out  for  effective  dilutions.  Because  veterans  were 
troined  for  national  defense  purposes,  they  bave  Leaitied 
much  that  may  be  of  value  to  violent  and  potentially 
violent  youth.  Most  violent  episodes  between  Individuals 
resulting  in  the  loss  of  life  are  of  the  •'anooyanee"  variety, 
and  are  referred  to  in  the  courts  and  legal  system  as 
voluntary  manslaughter — '"the  unlawful  killing  of  anoUter 
in  a  sud^in  heat  of  onger,  without  premediiatiotL  malice 
or  depravity"  (Wolfjang,  quoted  in  ZlUman  1979,  301). 
Through  shafing  thet;  experiences  and  teaching  specific 
self -management  sldlls  vetetaos  may  have  the  capacity  lo 
make  a  majoi'  contribution  to  what  Egendorf  has  referred 
to  as  "eommunity  healing"  (Egendorf  1982),  and  lo  the 
installation  of  hope,  confidence,  discipline,  control, 
naponsibility,  and  self-worth  in  our  young  people. 
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September  15,  1993 

Statement  of  Clyde  A.  Poag  to  the  House  Veterans'  Affairs 
Subcommittee  on  Oversight  and  Investigations 

To  Chairman  Evans,  and  subcommittee  members;  good  morning  and 
thank  you  very  much  for  the  opportunity  to  appear  before  you. 

My  name  is  Clyde  Poag,  I  am  the  Team  Leader  of  the  Vet  Center  in 
Grand  Rapids,  Michigan.   I  have  been  the  Team  Leader  for  the 
past  eleven  years.   I  also  am  currently  the  Chairman  of  the 
African  American  Working  Group  of  Readjustment  Counseling 
Service,  and  serve  on  the  Department  of  Veteran  Affairs 
Bioethics  Committee. 

In  regard  to  the  issue  of  Post-Traumatic  Stress  Disorder  (PTSD) 
and  African  American  veterans,  I  would  first  like  to  respond  in 
my  capacity  as  a  Team  Leader  of  more  than  eleven  years,  and  as  a 
social  worker  with  more  than  twenty  two  years  of  eicperience. 
During  that  time  I  have  had  the  opportunity  to  provide 
counseling  service  to  many  veterans  and  have  seen  first  hand  the 
issues  and  problems  faced  by  those  who  have  borne  the  burden  of 
war,  and  have  been  adversely  effected  by  it. 

For  the  benefit  of  those  who  may  not  know  what  Post  Traumatic 
Stress  Disorder  is,  I  would  like  to  give  a  brief  description  of 
what  this  psychological  condition  is,  and  what  the  consequences 
are  for  those  experiencing  it.   Post  Traumatic  Stress  Disorder, 
is  a  psychological  condition,  that  people  sometimes  experience 
after  they  have  been  exposed  to  an  overwhelming  stress  or 
trauma.   People  are  exposed  to  stress  everyday,  on  the  job,  in 
the  family,  and  in  their  day  to  day  activities.   What  I  am 
describing  is  stress  and  trauma,  that  is  outside  the  normal 
range  that  people  experience;  such  as  situations  in  which  a 
person  narrowly  escapes  death,  sees  friends  or  loved  ones 
killed,  or  nearly  killed,  being  in  natural  disasters,  such  as 
floods,  hurricanes,  or  are  victims  of  rapes,  and  the  horrors  of 
war. 

People  who  are  exposed  to  those  things  sometimes  exhibit 
symptoms  such  as  rage,  unpredictable  explosions  of  aggressive 
behavior,  inability  to  express  angry  feelings,  and  many  other 
debilitating  symptoms. 

As  a  clinical  social  worker,  I  have  had  the  opportunity  to 
assess  many  veterans  who  have  this  disorder.  To  talk  about  the 
extent  of  PTSD,  and  African  American  veterans,  I  would  like  to 
refer  you  to  the  study  that  was  commissioned  by  Congress  and 
conducted  by  the  Research  Triangle  Institute  (RTI)  which  was 
completed  in  November  1988. 

of  the  veterans  who  served  in  Vietnam  approximately  11%  (about 
350,000)  were  African  American.   The  RTI  study  showed  that  among 
male  Vietnam  Veterans  (Theater  Veterans)  the  current  rate  of 
PTSD  among  African  Americans  is  20.6  percent  (38.2%  for  those 
with  high  war  stress  exposure) . 

In  addition,  all  veterans  with  partial  PTSD  account  for  another 
11.1  percent.   This  represents  more  than  830,000  veterans  who 
have  trauma  related  symptoms.   The  study  further  stated  that 
nearly  half  of  all  veterans  who  ever  had  PTSD  still  have  it 
today.   There  are  other  statistics  which  I  would  like  to  point 
out  for  veterans  who  have  PTSD:  70%  have  been  divorced  (35%  two 
times  or  more) ,  49%  have  high  levels  of  marital  or  relationship 
problems,  55%  have  problems  parenting,  34%  have  been  homeless, 
and  11.5%  have  been  convicted  of  a  felony.   The  study  also 
showed  a  strong  relationship  between  alcohol,  drugs,  and  other 
post  war  psychosocial  problems. 

Overall  the  study  showed  that  African  Americans  and  Hispanics 
have  experienced  more  mental  health  and  life  adjustment  problems 
subsequent  to  their  service  in  Vietnam  than  Caucasian  and  other 
veterans. 
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Among  African  Americans,  in  addition  to  PTSD,  the  more  serious 
problems  appear  to  be  social  readjustment.   Particularly 
educational  and  occupational  achievement,  marital  instability, 
and  involvement  with  the  criminal  justice  system.   The  study 
recommended  more  research  and  study  regarding  these  findings. 
These  statistics  are  borne  out  by  the  numbers  of  African 
American  veterans  who  are  homeless,  incarcerated,  divorced, 
unemployed,  and  involved  with  the  drug  culture. 

Mr.  Chairman,  many  African  American  veterans  are  experiencing 
readjustment  problems  as  a  result  of  high  exposure  to  the 
stresses  of  war  and  trauma.   There  are  implications  for  the 
society  at  large.   A  recent  article  in  "NEWSWEEK"  showed  an 
African  American  boy  on  the  cover.   The  caption  read  "A  World 
Without  Fathers".   As  the  study  pointed  out,  there  are  many 
African  American  veterans  who  have  serious  problems  parenting, 
and  many  other  readjustment  issues.   We  also  are  aware  that  many 
of  the  problems  of  society  are  not  caused  by  boys  who  do  not 
have  fathers  in  the  home. 

It  is  a  fact  that  African  American  soldiers  comprised  a  large 
percentage  of  the  front  line  troops  In  Vietnam,  and  were 
subjected  to  racism,  and  discrimination.   While  they  were 
fighting  in  Vietnam,  waterhoses  and  dogs  were  attacking  their 
friends  and  family  members  at  home.   These  men  and  women  had  to 
adjust  not  only  to  the  larger  society,  but  also  to  their  own 
culture.   Often  being  told  that  they  were  fools  to  go  and  fight 
for  a  country  in  which  they  were  not  treated  as  citizens. 

In  addition  to  the  trauma  and  stress  of  war,  they  had  the 
additional  adjustment  problems  of  youth.   They  continue  to  come 
to  the  Vet  Centers.   We  see  them  for  alcohol,  drug  abuse,  and 
homelessness,  and  many  other  problems.  Unemployment  creates  for 
African  American  males  is  double  that  of  the  general  population 
according  to  Department  of  Labor  statistics. 

In  Grand  Rapids,  we  have  a  homeless  veterans  progrzun.   This 
program  provides  shelter  and  treatment  for  30  homeless  veterans. 
Fifteen  of  the  veterans  in  the  program  are  African  American. 
These  veterans  are  estranged  from  family  and  friends.   Many  have 
substance  abuse  problems  and  are  re-offenders.   This  "Shelter 
Plus  Care"  program,  is  a  joint  effort  between  the  Department  of 
Veteran  Affairs,  HUD,  and  the  Grand  Rapids  YMCA.   The  program 
has  been  cited  as  a  model  program  and  has  been  visited  by 
representatives  of  several  other  cities  for  possible 
duplication. 

The  African  American  Working  Group  has  as  one  of  its  goals  the 
completion  of  a  paper  on  the  historical  Issues  confronting 
African  American  veterans.   The  paper  will  also  discuss  various 
treatment  approaches.   We  also  plan  to  promote  a  national 
conference  to  bring  together  experts  in  the  field  of  African 
American  family  life  and  culture,  and  develop  effective 
approaches  to  the  treatment  of  African  American  veterans.   The 
working  group  is  concerned  about  the  fact,  that  many  of  the 
approaches  to  the  treatment  of  African  American  veterans  are 
conducted  by  therapists,  who  not  only  are  not  African  American, 
but  have  not  been  trained  in  African  American  family  life  and 
culture.   It  is  much  like  the  flesh  colored  bandald  which  was 
not  formulated  by  or  for  African  Americans.   We  also  have  a 
goal,  promoting  Increased  recruitment  of  African  American 
counselors.  Team  Leaders,  Regional  Managers,  and  Central  Office 
staff,  within  Readjustment  Counseling  Service.   There  is  a  need 
for  direct  input  into  the  delivery  of  services  to  all  veterans, 
and  to  have  the  staff  reflect  the  population  It  services. 
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The  Department's  Bioethics  Committee  is  charged  with  providing 
for  recommendation  to  the  secretary  regarding  ethical  iBsues, 
including  ethnics  in  resource  allocation.   I  presently  serve  on 
the  Resource  Allocation  subcommittee.   Considering  the  high 
prevalence  of  PTSD  in  African  American  Vietnam  Veterans,  one  of 
the  issues  of  interest  is  the  prevalence  of  and  rate  at  which 
African  American  veterans  are  service  connected  for  PTSD. 
However,  data  regarding  the  number  of  claims  submitted,  the 
number  rated  and  at  what  level  for  African  American  veterans  is 
needed.   The  Department  also  has  a  National  Center  for  Post 
Traumatic  Stress  Studies.  To  date  however,  there  has  been  no 
study  of  the  effects  of  PTSD  on  African  American  veterans. 

Part  of  the  problem  may  be  in  the  fact  that  there  are  no  African 
Americans  involved  in  a  decision  making  capacity  at  the  center, 
and  that  this  particular  issue  has  not  been  a  priority. 

In  closing,  I  would  like  to  see  resources  of  the  Department  of 
Veteran  Affairs,  brought  to  focus  better  on  the  problems  of 
African  American  veterans.   They  have  paid  for  such  service  and 
have  a  right  to  expect  nothing  less. 

Thank  you  for  the  opportunity  to  appear  before  you,  and  I  would 
be  happy  to  answer  any  questions. 
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Statement  of  Robert  Rosenheck,  M  J). 
Director  of  Northeast  Program  Evaluation  Center  (NEPEQ 

Department  of  Veterans  Affairs 

Before 

Subcommittee  on  Oversight  and  Investigations 

House  Committee  on  Veterans'  AfTairs 

September  15, 1993 


Oversight  and  Investigations  Hearing  on  African  America"  Vfftgrgnff 
and  Communitv:  Post-Traiimatlc  Stress  Disorder  and  Related  Issues 

I  am  Robert  Rosenheck  M.D.,  Director  of  the  Department  of 
Veterans  Affair's  (VA's)  Northeast  Program  Evaluation  Center 
(NEPEC) ,  the  Evaluation  Division  of  the  National  Center  for  Post- 
Traumatic  Stress  Disorder  (PTSD) .  This  testimony  was  prepared 
jointly  with  Matthew  J  Friedman,  M.D.,  Ph.D.,  Executive  Director 
of  the  National  Center  and  Alan  Fontana,  Ph.D.,  of  NEPEC. 

The  National  Center  for  PTSD  was  mandated  by  the  United  States 
Congress  in  1984  under  Public  Law-98-528  to  carry  out  a  broad 
range  of  multi-disciplinary  activities  in  research,  education  and 
training.  The  current  National  Center,  which  was  established  in 
1989,  is  a  7-part  consortium  with  divisions  located  in  White 
River  Junction,  Vermont;  West  Haven,  Connecticut;  Menlo  Park, 
California,  Boston,  Maine;  and  Honolulu,  Hawaii. 

The  Center  is  a  world  leader  in  research  on  psychological, 
psychophysiological  and  neurological  aspects  of  PTSD.   In 
collaborative  work  with  VA's  Mental  Health  and  Behavioral 
Sciences  Service  it  also  plays  a  central  role  in  evaluating, 
monitoring,  and  developing  approaches  to  improving  services 
provided  to  veterans  who  suffer  from  PTSD  at  VA  medical  centers. 
A  sample  of  projects  currently  underway  include: 

*  developing  physiological  methods  to  assist  in  the 
diagnosis  of  PTSD; 
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*  studies  of  health  status,  symptom  presentation  and 
treatment  of  female  veterans; 

*  an  epidemiological  study  of  the  prevalence  of  PTSD  among 
American  Indian,  Native  Hawaiian,  and  Asian  American  Vietnam 

veterans; 

*  testing  of  the  effectiveness  of  new  medications  for  the 
treatment  of  PTSD; 

*  evaluating  an  innovative  treatment  for  veterans  diagnosed 
with  both  PTSD  and  substance  abuse; 

*  evaluating  and  monitoring  the  effectiveness  of  PTSD 
treatment  provided  by  over  100  Congressionally  funded  VA 
programs  for  the  treatment  of  PTSD. 

As  a  service  to  researchers  and  clinicians  world-wide,  the 
National  Center  has  developed  a  computerized  data  base,  the 
Published  International  Literature  of  Traumatic  Stress  (PILOTS), 
that  includes  5,400  titles  to  date;  and  publishes  two 
newsletters:  the  NCP  Clinical   Newsletter,    focusing  on  issues 
related  to  the  treatment  of  PTSD,  and  the  PTSD  Research  Quarterly 
focusing  on  current  research  topics. 

Several  projects,  summarized  below,  focus  directly  on  issues 
concerning  services  provided  to  African-American  veterans. 

Under  Public  Law  101-144,  the  National  Center  was  charged  with 
the  responsibility  of  carrying  out  research,  educational,  and 
consultative  activities  concerning  female  and  ethnic  minority 
Vietnam  veterans.  Research  and  educational  activities  regarding 
female  veterans  were  presented  in  testimony  last  year  and 
culminated  in  the  establishment  of  the  Women's  Health  Sciences 
Division  of  the  National  Center  in  October,  1992.   Our 
Congressional  mandate  under  Public  Law  101-144  was  expanded  under 
Public  Law  101-507,  which  directs  the  National  Center  to  carry 
out  an  epidemiological  study  of  the  prevalence  of  PTSD  among 
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Native  Americans  and  Asian  American  Vietnam  Veterans.   That  study 
(the  Matsunaga  Study)  is  currently  in  progress  and  is  surveying 
four  distinct  cohorts:  Navajo,  Sioux,  Native  Hawaiian  and 
Japanese  American  Vietnam  veterans. 

National  Center  studies  that  focus  on  African  Americans  include 
the  following: 

1)  an  examination  of  the  relationship  of  ethnocultural 
group  membership  to  the  use  of  VA  health  care  services; 

2)  an  examination  of  the  relationship  of  clinician- 
client  ethnocultural  matching  and  both  participation  and 
outcome  of  treatment  among  Vietnam  veterans  suffering 
from  PTSD; 

3)  outcome  studies  of  differences  in  the  effectiveness 
of  VA  inpatient  and  outpatient  treatment  among  black, 
white  and  hispanic  veterans; 

4)  epidemiologic  studies  of  the  prevalence  and  causes  of 
homelessness  among  veterans  of  different  ethnocultural 
groups  (40%  of  homeless  veterans  are  African-American) , 
and  among  female  veterans; 

5)  treatment  outcome  studies  of  ethnocultural 
differences  in  participation  and  benefit  from  special 
programs  for  homeless  veterans; 

6)  development  of  instruments  for  diagnosing  PTSD  that 
are  sensitive  to  ethnocultural  differences; 

7)  planning  a  follow-up  component  to  the  National 
Vietnam  Veterans  Readjustment  Study;  and 

8)  development  of  a  national  network  of  experts  to  focus 
on  developing  research,  educational  and  clinical  programs 
that  focus  on  African  American  veterans. 
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Among  the  first  results  of  these  efforts  was  a  week-long 
conference  of  international  experts  that  specifically  addressed 
ethnocultural  issues  in  the  diagnosis  and  treatment  of  PTSD.  This 
conference  was  held  on  June  28-July  2,  1993,  in  Honolulu,  Hawaii 
under  the  leadership  of  Dr.  Friedman;  Raymond  Scurf ield,  DSW, 
Director  of  the  National  Center's  Pacific  Islands  Division,  VA 
Outpatient  Clinic  Honolulu,  Hawaii;  and  Professor  Anthony 
Marsella  of  the  University  of  Hawaii.  The  conference  covered  a 
wide  range  of  topics  on  cross-cultural  psychology  and  medical 
anthropology  as  it  pertains  to  PTSD.  Issues  pertaining  to  African 
Americans  were  addressed  specifically  in  several  presentations. 
In  recognition  of  the  importance  of  this  conference,  the  American 
Psychological  Association  has  agreed  to  publish  the  conference 
proceedings  as  a  book  which  should  come  out  in  early  19  94. 

I  turn  now  to  the  primary  subject  matter  of  this  hearing:  the 
delivery  of  health  care  services  to  African  Americans.  During  the 
past  year,  we  have  seen  in  our  leading  medical  journals,  a  parade 
of  scientific  studies  demonstrating  the  poor  and  deteriorating 
health  of  African  Americans  and  documenting  their  restricted 
access  to  health  care  services  in  the  general  US  health  care 
system.  One  study  showed  that  the  health  status  of  residents  of 
Harlem  in  New  York  City,  was  more  like  that  of  the  citizens  of 
much  poorer  countries  than  like  that  of  other  Americans.  Another 
showed  that  the  health  status  of  impoverished  Americans 
deteriorated  steadily  in  recent  decades,  in  parallel  to  their 
declining  economic  fortunes.  Several  studies  have  shown  that 
African  Americans  are  more  likely  to  suffer  cardiac  arrest  than 
other  Americans  and  that  they  are  less  likely  to  survive  such 
events.  Many  studies,  including  a  recent  review  of  the  use  of 
complex  cardiological  treatments  in  VA,  have  shown  that  blacks 
tend  to  receive  fewer  health  care  services  than  other  Americans, 
in  spite  of  their  poorer  health  overall. 

The  National  Vietnam  Veterans  Readjustment  Study,  funded  by  VA 
and  conducted  in  1987-88,  demonstrated  a  high  prevalence  of  PTSD 
(15.2%)  among  Vietnam  Theater  veterans,  but  an  even  higher 
prevalence  (20.6%)  among  African  American  Vietnam  veterans. 
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Many  empirical  studies  conducted  in  recent  decades  have  suggested 
that  ethnocultural  minorities  make  less  use  of  both  physical  and 
mental  health  services  than  other  Americans,  either  because  they 
lack  the  resources  needed  to  pay  for  such  services,  or  because 
they  are  personally  reluctant  to  use  such  services,  or  because 
they  have  encountered  service  providers  who  are  insensitive  to 
their  distinctive  values  and  traditions.  In  view  of  these 
studies,  we  have  sought  to  determine  how  successful  VA  has  been 
in  delivering  mental  health  care  and  other  benefits  to  veteran 
members  of  ethnocultural  minorities. 

We  live  in  an  era  in  which  health  care  accountability  is  more 
important  than  ever  before.  Those  who  provide  health  care,  and 
especially  those  doing  so  in  public  agencies  like  VA,  are 
responsible  for  providing  an  accounting  of  their  activities  and 
for  demonstrating  their  continued  efforts  to  improve  the 
effectiveness  and  efficiency  of  the  services  they  provide.  In 
recognition  of  the  readjustment  problems  of  Vietnam  veterans,  the 
Congress  has  provided  VA  with  funds  to  expand  mental  health 
services  for  these  veterans.  VA's  Mental  Health  and  Behavioral 
Sciences  Service  has  charged  the  Evaluation  Division  of  the 
National  Center  for  PTSD,  of  which  I  am  Director,  with  providing 
an  account  of  the  work  of  the  specially  funded  PTSD  Clinical 
Teams,  Substance  Use  PTSD  Clinical  Teams,  Specialized  Inpatient 
PTSD  Units  and  other  Congressionally  funded  medical  center 
programs  for  the  treatment  of  PTSD.  Our  first  three  progress 
reports,  prepared  by  Alan  Fontana  Ph.D.,  have  been  transmitted  to 
Congress  and  I  will  not  repeat  their  conclusions,  except  to  say 
that  these  programs  have  been  successfully  implemented  as  planned 
and  are  providing  effective  services  to  a  very  severely  troubled 
group  of  war  zone  veterans  --a  group  that  has  suffered  from  PTSD 
for  over  two  decades,  on  average. 

As  part  of  our  evaluation  effort,  we  have  paid  special  attention 
to  treatment  provided  to  services  provided  to  minority  veterans . 
Our  studies,  several  of  which  are  not  yet  coit^leted,  suggest  the 
following  conclusions: 
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1 .  Black  Vietnam  era  veterans  are  more  likelv  than  whites 

to  use  VA  mental  health  Bervices.  When  all  other  factors  are 
held  equal  (severity  of  illness,  finances,  insurance,  etc.), 
African  American  Vietnam  veterans  are  more  likely  than 
whites  to  turn  to  VA  for  mental  health  services,  while  white 
veterans  are  more  likely  to  choose  non-VA  services.  In  a 
discussion  of  the  meaning  of  this  finding,  one  well-known 
black  psychiatrist  (not  currently  employed  in  VA)  suggested 
that  blacks  may  feel  that  they  can  get  a  fairer  hearing  from 
a  federal  program  than  from  a  local  one. 

2 .  Black  Vietnam  veterans  seeking  help  from  VA  are  poorer 
and  have  more  substance  abuse  problems  than  other  veterans . 

A  study  of  over  5,000  veterans  receiving  help  for  PTSD  from 
VA  showed  that  black  veterans  identify  needs  for  vocational 
counseling  and  specialized  substance  abuse  treatment  more 
often  than  whites.  Available  data  indicate  that,  consistent 
with  their  self-assessed  needs,  black  veterans  make  more  use 
of  substance  abuse  treatment  services  than  other  veterans. 
In  contrast  to  other  mental  health  systems,  in  which  there 
have  been  indications  that  blacks  may  be  over-medicated, 
blacks  in  VA  are  somewhat  less  likely  than  other  veterans  to 
receive  medications,  perhaps  because  of  their  concomitant 
substance  abuse  problems.  Blacks  report  past  use  of 
specialized  VA  PTSD  services  at  the  same  rate  as  whites. 

3.  Participation  of  blacks  In  treatment  for  PTSD  is  of 
shorter  duration  than  whites,  but  blacks  report  similar 
levels  of  satisfaction  with  services.  Blacks  participate  in 
treatment  about  1  month  (20%)  less  than  whites  on  average 
and  have  five  (20%)  fewer  sessions  than  whites.  In  their 
treatment,  they  spend  less  time  focusing  on  war  traumas,  and 
more  time  addressing  substance  abuse  problems,  a  finding 
that  is  consistent  with  their  expressed  needs.  Evidence  of 
shorter  involvement  in  VA  treatment  among  black  veterans  is 
similar  to  findings  for  blacks  in  other  mental  health  care. 
Black  Vietnam  veterans  report  similarly  high  levels  of 
satisfaction  with  VA  services  as  white  veterans. 
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4 .  Black  veterans  show  greater  participation  when  treated  bv 
black  clinicians  than  when  treated  bv  white  clinicians. 

About  6%  of  clinicians  in  VA  specialized  outpatient  programs 
(PTSD  Clinical  Teams)  are  black.  When  treated  by  black 
clinicians,  the  duration  of  clinical  involvement  and  number 
of  sessions  among  black  veterans  rises  to  be  equal  to  the 
levels  for  white  veterans.  There  is  also  evidence  of 
somewhat  greater  clinical  improvement  in  some  domains  when 
black  veterans  are  treated  by  black  clinicians.   Even  when 
treatment  by  black  clinicians,  and  the  profession  of  the 
clinicians  is  taken  into  consideration,  blacks  show  lower 
levels  of  participation  and  less  improvement  on  some 
measures . 

5 .  Clinical  improvement  from  PTSD  treatment  is  observed 
among  both  blacks  and  whites.  A  one-year  outcome  study  of 
over  400  VA  outpatients  treated  for  PTSD  showed  significant 
clinical  improvement  in  many  clinical  domains.  Blacks  showed 
greater  improvement  than  whites  in  employment  and  legal 
problems,  and  whites  showed  greater  improvement  in 
psychological  symptoms.  In  this  detailed  outcome  study, 
there  were  no  significant  differences  between  blacks  and 
whites  in  the  services  they  received  or  in  their 
satisfaction  with  services.  Blacks  were  somewhat  more  likely 
to  attempt  suicide  during  treatment  than  whites.  This 
difference  appeared  to  be  related  to  higher  levels  of 
survival  guilt  among  blacks,  in  this  sample,  before  they 
entered  treatment. 

6 .  Risk  of  Homelessness  is  higher  for  black  than  white 
veterans .  In  a  series  of  studies,  Vietnam  era  veterans  have 
been  shown  to  be  at  no  greater  risk  for  homelessness  than 
non-veterans  of  similar  age  and  race,  although  post -Vietnam 
veterans  do  appear  to  be  at  substantially  greater  risk  for 
homelessness  than  non-veterans.  Black  veterans  are  at 
greater  risk  for  homelessness  than  white  veterans,  but  this 
differential  risk  is  lower  among  veterans  than  among  non- 
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veterans.  Among  homeless  veterans,  blacks  are  younger  and 
have  more  substance  abuse  problems  than  white  veterans. 

7.  There  are  no  substantial  differences  in  participation  or 
improvement  rates  of  black  and  white  veterans  In  VA  pr«^qr;afnn 
for  homeless  veterans,  and  both  groups  show  marked 
improvement  in  virtually  all  adjustment  domains.  Monitoring 
data  on  over  70,000  homeless  veterans  and  a  follow-up  study 
of  over  400  of  them  showed  no  substantial  differences 
between  black  and  white  veterans  in  services  received  or 
qlinical  improvement. 

Conclusions 

The  findings  reported  here,  although  preliminary  in  some 
respects,  demonstrate:  1)  that  the  National  Center  together  with 
VA's  Mental  Health  and  Behavioral  Sciences  service  is  vigilantly 
and  effectively  monitoring  medical  center  treatment  of  Vietnam 
veterans  treated  in  Congressionally  funded  programs;  2)  that 
black  veterans  appear  to  choose  VA  over  non-VA  programs  for 
mental  health  treatment  and  derive  substantial  benefit  from  these 
programs;  and  3)  that  blacks  receive  less  intensive  treatment 
than  whites  in  some  programs,  but  that  this  difference  disappears 
when  treatment  is  provided  by  black  clinicians. 
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TESTIMONY  TO  HOUSE  VETERANS'  AFFAIRS  SUBCOMMITTEE 
ON  OVERSIGHT  AND  INVESTIGATIONS 

by 

Carl  C.  Bell,  M.D.,  F.A.P.A. 

Executive  Director,  Community  Mental  Health  Council 

8704  S.  Constance,  Chicago,  111  60617 

Associate  Professor  of  Clinical  Psychiatry 
University  of  Illinois  School  of  Medicine 

SUBJECT:  African-American  Veterans  and  Community:  Post- 
Traumatic  Stress  Disorder  and  Related  Issues 

Signmnd  Freud  predicted  that  human  beings  were  destined 
to  repeat  an  endless  cycle  of  identifying  and  forgetting  the 
effects  of  "traumatic  stress"  on  human  life.  He  proposed  this 
cycle  would  occur  because  of  our  narcissistic  need  to  pretend 
we  are  in  control  of  our  existence.  Surely,  it  is  painful  for 
us  to  recognize  that  we  have  no  control  over  our  environmental 
circumstances,  which  like  "traumatic  stress",  could  cause 
significant  alterations  in  one's  mental  life.  True  to  Freud's 
prediction,  human  beings  have  repeatedly  identified  "traumatic 
stress"  as  a  major  factor  in  human  life,  only  to  disregard  it 
later . 

The  problem  of  "traumatic  stress"  was  first  clearly 
identified  in  World  War  I  as  "shell  shock";  also  known  as 
"traumatic  neurosis".  In  World  War  II  and  the  Korean  War  it 
was  re- ident i f ied  as  "combat  fatigue".  Following  the  Viet  Nam 
War,  we  have  rediscovered  "traumatic  stress"  in  the  form  of 
Post-Traumatic  Stress  Disorder  (PTSD). 

Despite  rediscovering  "traumatic  stress"  in  the  form  of 
PTSD,  we  still  have  not  proven  psychologically  mature  enough 
to  appropriately  address  this  important  dynamic  in  human  life. 
Pos t -Traumat i c  Stress  Disorder  continues  to  be  a  second  class 
diagnosis.  For  example,  mental  health  centers  in  Illinois  can 
not  bill  the  Medicaid  Clinic  Option  for  services  rendered  to 
a  patient  so  diagnosed.  Further,  the  diagnosis  continues  to 
be  unidentified  in  various  populations  (military  and 
civilian),  misdiagnosed,  and  underestimated  regarding  its 
significant  impact  on  individual  daily  life.  Even  its 
existence  as  a  legitimate  psychiatric  disorder  has  been 
quest  ioned . 

Society  needs  to  be  greatly  concerned  with  this  issue. 
But  that  concern  needs  to  extend  further  than  the  military 
populations  that  we  know  are  at  high  risk  to  being  exposed  to 
a  "traumatic  stressor".  The  American  Psychiatric 
Association's  Diagnostic  and  Statistical  Manual  (Third  Edition 
Revised)  defined  a  "traumatic  stressor"  as  a 
"psychologically  distressing  event  that  is  outside  the  range 
of  usual  human  experience",  and  as  a  stressor  which  would  "be 
markedly  distressing  to  almost  anyone,  and  is  usually 
experienced  with  intense  fear,  terror,  and  helplessness". 
There  are  many  people  within  the  United  States  that  are 
exposed  to  "traumatic  stressors"  of  a  magnitude  that  could 
cause  them  to  have  "Post-Traumatic  Stress  Disorder".  Similar 
to  the  problems  veterans  experience,  these  populations'  needs 
are  going  unaddressed  by  the  society. 

The  traumatic  stress  of  witnessing  violence  or  being  the 
victim  of  violence  has  caused  a  population  of  African-American 
children  to  suffer  PTSD.  Concern  regarding  these  children 
spurred  research  at  the  Community  Mental  Health  Council.  Ten 
years  ago  we  were  aware  of  the  levels  of  violence  within  the 
African-American  community  and  were  cognizant  that  African- 
American  children  were  often  exposed  to  violence  reflected  in 
national  statistics.  As  a  result  of  our  concern  we  began 
researching   issues   concerning   African-American   children 
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exposed  to  violence.  The  article  "Community  Violence  and 
Children  on  Chicago's  Southside"  (in  Psychiatry  56:  p  46-54, 
February  1993)  provides  a  detailed  summary  of  our  original 
research,  but,  for  the  purpose  of  the  Congressional  Record,  I 
will  highlight  our  findings  in  our  early  work. 

Our  first  survey,  completed  in  1984,  explored  children 
and  violence  via  a  survey  of  536  elementary  school  children  in 
the  2nd,  4th,  6th,  and  8th  grades  at  three  inner-city  grade 
schools.  One  in  four  children  witnessed  a  shooting,  and  30% 
had  seen  someone  get  stabbed.  A  retreat  using  a  smaller  sub- 
group of  the  original  sample  of  children  was  conducted  in 
order  to  explore  intervention  methods  for  the  children's 
trauma  and  discover  prevention  methods  to  avoid  future 
violence.  Different  methods  of  teaching  children  conflict 
resolution  skills  and  ways  to  avoid  violence  were  successful, 
but  it  was  important  to  first  "debrief"  the  child  who  was 
exposed  to  violence.  Only  then  did  it  become  possible  to  talk 
to  them  about  issues  related  to  the  prevention  of  violence. 
Family  violence  was  the  factor  that  encouraged  these 
children's  propensity  towards  violence;  not  their  exposure  to 
violence  on  TV  nor  whether  their  peers  encouraged  them  to  be 
vio lent . 

Dr.  Robert  Pynoos  at  UCLA  coined  the  term  "dose  exposure" 
which  refers  to  a  child's  amount  of  direct  exposure  to 
violence.  The  "dose  exposure"  is  a  major  determining  factor 
in  the  sequelae  of  that  exposure.  Dr.  Pynoos  studied  the 
impact  of  a  playground  shooting  at  a  Los  Angeles  grammar 
school.  Children  were  exposed  on  three  levels,  children  on 
the  playground  being  shot  and  shot  at;  children  in  the  school 
who  heard  the  shots;  and  children  who  were  away  from  school 
that  day  but  heard  about  the  shooting.  Children  directly 
exposed  to  the  violence  suffered  the  greatest  impact  of  the 
stress  and  some  developed  PTSD.  Children  who  heard  the  shots 
from  their  classrooms  but  were  not  directly  exposed  became 
upset  and  concerned  but  their  distress  did  not  qualify  as 
PTSD.  Children  who  heard  about  the  shooting  reacted  similarly 
to  children  in  the  classroom  who  were  not  directly  exposed. 

There  were  exceptions  to  these  general  findings.  First, 
some  directly  exposed  children  used  the  experience  as  a  major 
motivating  factor  and  obtained  more  control  of  their  lives. 
They  found  the  distress  of  being  in  a  helpless  situation 
untenable  and  instead  of  collapsing,  they  gained  skills  to 
prepare  ''  r  the  future.  Some  children  firmly  decided  to 
pursue  ca  "  ers  as  physicians  in  order  to  treat  victims  if  they 
were  ever  again  in  an  attack  situation. 

Major  distress  symptoms  were  also  seen  in  children  not 
directly  exposed  to  the  violence  in  the  playground  (i.e.  they 
either  only  heard  the  shots  or  heard  about  the  shooting). 
These  children  had  previously  directly  experienced  significant 
violence  and  the  school  ground  incident  caused  their  old 
traumat ic  memories  and  fears  to  resurface.  Finally,  children 
not  directly  exposed  but  who  were  good  friends  of  the  children 
shot  and/or  killed  were  at  risk  for  having  severe  grief 
reactions.  Thus,  Pynoos'  studies  confirm  our  observations 
that  direct  exposure  to  family  violence  has  the  potential  to 
produce  a  negative  coping  response  to  violence  (e.g.  to  bccumc 
violent  as  "the  best  defense  is  a  good  offense"  or  the 
development  of  PTSD). 

While  TV  violence  or  peer  support  of  violence  are 
probable  factors  encouraging  violence,  society  and  government 
must  deal  with  a  child's  dir&ct  exposure  to  be  successful  in 
an  intervention.  Pynoos'  work  explored  "inoculating"  factors 
which  cause  some  children  exposed  to  significant  stressors  not 
to  succumb,  and  other  factors  which  cause  other  children  not 
directly  exposed  to  significant   stressors  to  still   have 
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unhealthy  coping  responses. 

In  1990,  the  Community  Mental  Health  Council  screened 
1035  students  (from  four  high  schools  and  two  elementary 
schools)  who  participated  in  violence  prevention  workshops 
sponsored  by  the  Council's  Victims'  Services  Program.  (An 
article  on  the  program  entitled  "Advocacy,  Research,  and 
Service  to  Prevent  Violence  and  Treat  Victims",  Hospital  and 
Community  Psychiatry,  43  (11):  p  1134  -  1136,  1992  is 
attached).  Nearly  half  of  the  students  had  been  personally 
victimized  (which  included  being  threatened  with  a  weapon), 
with  11%  reporting  they  had  been  shot  at,  3%  having  been  shot, 
and  4%  having  been  stabbed.  Threats  of  attack  with  a  gun 
(17%)  or  a  knife  (23%)  were  the  most  frequent  types  of 
victimization.  Further,  nearly  one  in  four  of  these  children 
reported  they  had  persona  1 ly  wi tnessed  a  murder.  In  addition, 
one  third  of  the  students  reported  that  they  had  carried  a 
weapon,  usually  a  knife;  with  12%  indicating  they  had  injured 
someone  with  a  knife  or  gun.  An  examination  of  factors 
related  to  exposure  to  violence  found  the  strongest  predictor 
of  witnessing,  victimization,  and  perpetration  was  carrying  a 
weapon.  Thus,  we  again  discovered  evidence  that  exposure  to 
violence  and  perpetration  of  violence  may  be  related,  and 
addressing  one  without  addressing  the  other  is  shortsighted. 

The  Community  Mental  Health  Council  has  also  screened 
psychiatric  and  medical  outpatients  regarding  personal 
experiences  of  physical  and  sexual  assault.  Twenty-three 
percent  of  mentally  ill  youth  and  12%  of  medical  clinic  youths 
knew  of  someone  who  had  been  raped,  and  19%  of  the  medical 
patients  and  14%  of  the  psychiatric  outpatients  knew  of 
someone  who  had  been  murdered.  Six  percent  and  two  percent  of 
the  psychiatric  and  medical  outpatient  youth  (respectively) 
reported  being  victims  of  sexual  assault,  and  37%  and  18% 
reported  being  victims  of  physical  assault. 

In  summary,  our  early  work  surveying  children  and 
adolescents  on  the  southside  of  Chicago  revealed  that  some  of 
these  children  have  considerable  exposure  to  violence  either 
as  victims  or  as  witnesses  and  "survivors"  (having  close 
others  victimized). 

Most  recently  in  1992,  my  colleague  Dr.  Esther  Jenkins, 
Ph.D.  (Professor  of  Psychology  at  Chicago  State  University) 
and  I  have  completed  research  on  a  sample  of  203  African- 
American  students  from  a  public  high  school  on  Chicago's 
southside.  This  study,  which  will  be  published  in  Anx  ietv 
Disorders  in  African-Americans  edited  by  S.  Friedman,  New 
York:  Springer  Publishing  Company,  found  that  almost  two- 
thirds  of  the  students  indicated  that  they  witnessed  a 
shooting  and  45%  reported  they  had  seen  someone  killed; 
further  one-quarter  reported  witnessing  a  shooting,  stabbing, 
and  a  killing.  Our  theory  of  why  these  percentages  have 
increased  from  our  earlier  studies  is  that  during  our  most 
recent  study  violence  in  Chicago  was  reaching  record  levels, 
while  previous  studies  were  being  done  while  violence  was 
waning . 

This  last  study  clearly  indicated  that  boys  and  girls 
respond  differently  to  exposure.  Girls  report  significantly 
higher  levels  of  distress  while  boys  were  significantly  more 
likely  to  report  that  they  carried  a  gun  and  were  prepared  to 
fight  in  self-defense.  We  found  significant  relationships 
between  psychological  distress  and  all  four  types  of  violence 
exposure . 

The  bottom  line  of  the  research  is  that  the  severity  of 
the  exposure  to  violence  that  some  African-American  children 
experience  is  great  enough  to  be  classified  as  a  "traumatic 
stressor"  capable  of  inducing  PTSD.    Contrary  to  popular 
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belief,  children  do  not  become  immune  to  exposure  to  violence. 
Rather,  they  are  at  greater  risk  for  other  sequelae  ranging 
from  engaging  in  high  risk-taking  behaviors,  having  a 
foreshortened  sense  of  their  future,  using  drugs,  having 
school  performance  problems,  getting  depressed,  etc. 

Currently,  efforts  are  being  made  to  address  this  problem 
nationwide.  Because  of  advocacy  of  African-American 
physicians,  the  issue  of  responding  to  violence  in  the  nation 
has  taken  a  different  turn.  In  the  late  1970's  African- 
American  physicians  involved  in  public  health  began  to  examine 
the  issue  of  violence  from  a  public  health  perspective  to 
determine  if  such  an  approach  could  assist  in  the  prevention 
of  certain  forms  of  violence.  Clearly,  the  criminal  justice 
system  approach  is  to  intervene  after  the  violence  has 
occurred,  while  a  public  health  approach  would  seek  to  prevent 
certain  forms  of  violence.  Thus,  based  on  a  firm 
understanding  of  the  circumstances  of  violence,  African- 
American  physicians  have  been  suggesting  that  "predatory 
violence  (i.e.  violence  in  which  the  perpetrator  consciously 
initiates  behaviors  that  can  result  in  violence,  e.g.  take  a 
gun  out  of  the  house  with  the  intent  to  rob  someone)  be 
handled  by  the  criminal  justice  system  as  its  motivation  is 
criminal  in  nature;  while  "interpersonal  altercation"  violence 
(i.e.  violence  that  begins  as  a  harmless  argument  which 
escalates  into  physical  violence  and  possibly  homicide  and  in 
which  neither  party  to  the  violence  had  any  prior  intent  to  do 
violence,  e.g.  a  husband  and  wife  argument  that  ends  up  in  a 
homicide)  be  addressed  through  various  public  health 
prevention  strategies.  The  nation  has  been  slow  in  adopting 
this  perspective,  but  there  is  now  some  movement  towards  this 
approach. 

The  National  Institute  of  Health  has  issued  several 
grants  to  sites  around  the  country  in  order  to  develop 
curriculum  designed  to  address  students'  risk-taking  behaviors 
such  as  inappropriate  sexual  behavior,  drug  use,  and  violence. 
One  of  the  issues  being  explored  is  children's  exposure  to 
stressors  that  may  promote  their  increased  likelihood  of 
taking  dangerous  risks.  National  institutions  and  private 
foundations  haven  placed  violence  on  research  agendas  and  are 
interested  in  providing  resources  to  address  the  problem.  The 
National  Medical  Association  understands  the  need  to  address 
this  problem  and  in  1986  began  to  design  public  policy  to 
build  an  infrastructure  in  a  myriad  of  institutions.  More 
recently,  the  American  Medical  Association  addressed  the 
physicians'  responsibilities  in  identifying  and  addressing 
family  violence. 

I  want  the  House  Veterans'  Affairs  Subcommittee  to 
understand  that  some  children  in  America  suffer  from  PTSD  due 
to  exposure  to  family  and  community  violence.  The  PTSD 
experienced  by  the  children  and  post  war  veteran's  is  similar. 
When  the  Subcommittee  addresses  PTSD  in  African-American 
veterans,  they  should  seek  the  opportunity  to  address  the  same 
issue  of  PTSD  African-American  children.  Studies  have  shown 
that  African-American  veterans  who  developed  PTSD  did  so  in 
the  context  of  being  previously  exposed  to  violence  either  as 
victims  or  witness  to  violence  as  children.  The  Subcommittee 
can  prevent  further  PTSD  development  in  future  American 
veterans  by  addressing  the  issue  of  early  exposure  to  violence 
and  other  "traumatic  stressors"  in  African-American  children. 
Of  course  the  same  logic  applies  to  other  ethnic  groups  in 
society,  but  public  health  logic  dictates  you  first  place  the 
most  resources  where  they  would  do  the  most  good.  There  is 
evidence  that  non-white  veterans  suffered  more  PTSD  than  did 
white  veterans  due  to  previous  exposure  to  violence  or  other 
"traumatic  stressors".  Combining  resources  devoted  to 
addressing  PTSD  in  African-American  veterans  with  funds 
designated  for  other  residents  of  the  community  would  be  more 
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efficient  and  economically  effective.  Finally.  the 
summar  i  z.at  ions  of  the  research  completed  by  the  Community 
Mental  Health  Council  on  "traumatic  stressors"  demonstrates 
the  usefulness  of  our  findings  in  relation  to  resolving  the 
issues  of  PTSD  in  veterans.  But,  unless  the  Subcommittee 
links  the  issues  of  "traumatic  stressors"  impacting  veterans 
with  the  issues  of  "traumatic  stressors"  impacting  the 
community  two  sources  of  research  information  useful  to  both 
sides  may  never  meet  and  the  opportunity  for  synergy  will  be 
lost  . 


Thank  you  for  the  opportunity  to  provide  testimony  on  the 
issue  of  "traumatic  stressors"  as  I  feel  facing  this  issue 
early  on  gives  us  the  one  clear  opportunity  to  prevent 
damaging  consequences  later.  Certainly  our  experience  in 
dealing  with  "traumatic  stressors"  on  the  front  lines  of  war 
has  shown  the  rapid  and  direct  approach  to  be  a  valid  one. 
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Gold  Award 

Advocacy,  Research,  and  Service 

to  Prevent  Violence  and  Treat  Victims 

Victims'  Services  Program 

Community  Mental  Health  Council,  Inc.,  Chicago 


The  Victims'  Services  Program  ac  the 
Community  Mental  Health  Council, 
Inc.,  a  comprehensive  mental  health 
center  servmg  Chicago's  South  Side, 
integrates  research,  advocacy,  com- 
munity education,  and  direct  service 
to  address  the  effects  of  violence  and 
victimization  among  mentally  ill  pa- 
tients and  nonpatients  in  the  center's 
predominantly  African  American 
catchment  area.  The  victims  served 
by  the  program  include  not  only 
those  who  have  directly  experienced 
sexual  or  interpersonal  assault,  but 
others,  particularly  children,  who 
have  witnessed  extreme  acts  of  vio- 
lence against  family  members  or 
friends. 

The  Victims'  Services  Program  is 
one  of  two  1992  winners  of  the  Gold 
Achievement  Award  from  the  Hos- 
pital and  Community  Psychiatry 
Service  of  the  American  Psychiatric 
Association.  The  award  is  presented 
annually  to  recognize  outstanding 
programs  for  mentally  ill  and  devel- 
opmentally  disabled  persons.  It  in- 
cludes a  $10,000  prize,  made  pos- 
sible by  a  grant  from  Roerig,  a  di- 
vision of  Pfizer  Pharmaceuticals,  that 
will  be  shared  by  the  two  1992  win- 
ners. The  Viaims'  Services  Program, 
along  with  Step  Up  on  Second  Street, 
of  Santa  Monica,  California,  received 
the  award  October  24  at  the  opening 
session  of  the  44th  Institute  on  Hos- 
pital and  Community  Psychiatry  in 
Toronto,  Ontario. 

In  the  area  of  direct  services,  the 
focus  of  the  Victims'  Services  Pro- 
gram is  Chicago's  South  Side,  but  its 
research  and  advocacy  activities  have 
had  a  national  impact.  Program  staff 
have  used  epidemiological  data  to 
define  the  nature  of  violence  and  vic- 
timization in  the  African  American 
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community  and  clarify  the  cir- 
cumstances in  which  violent  assaults 
take  place.  In  1988  this  research  and 
advocacy  by  program  staff  were  in- 
strumental in  maintaining  preven- 
tion of  violence  as  one  of  the  U.S. 
Public  Health  Service's  national 
health  objectives  for  the  year  2000. 

Staff  of  the  Viaims'  Services  Pro- 
gram have  testified  before  the  House 
of  Representatives  Select  Committee 
on  Children,  Youth,  and  Families 
and  brought  the  issue  of  victimiza- 
tion into  the  public  forum  through 
numerous  contacts  with  the  media. 
The  program  has  been  the  subject  of 
dozens  of  articles  in  the  lay  press,  nu- 
merous radio  talk  show  discussions, 
and  extensive  national  level  televi- 
sion coverage. 

Direct  services 

Direct  services  to  victims  are  cen- 
tered at  the  Community  Mental 
Health  Council,  Inc.,  in  Chicago's 
South  Side.  Governed  by  a  commu- 
nity board,  the  center  has  a  staff  of 
140  who  provide  a  range  of  services, 
including  emergency  services,  day 
treatment,  consultation  and  educa- 
tion, residential  care,  and  outpatient 
services,  for  children,  adults,  and 
elderly  people.  The  center  contracts 
with  a  general  hospital  to  provide  in- 
patient care.  The  mental  health 
center's  motto  is  "We  dare  to  care." 
The  Victims'  Services  Program 
began  in  1984.  Administrative  over- 
sight is  provided  by  Carl  C.  Bell, 
M.D.,  a  board-certified  psychiatrist. 
He  is  joined  by  two  other  psychia- 
trists, Karen  T.  Crawford,  M.D.,  and 
E.  Evelina  Powers,  M.D.,  in  provid- 
ing clinical  leadership.  Direct  service 
staff  include  four  pan-time  master 's- 
level  therapists  (a  total  of  two  full- 


time-equivalent  positions),  a  full- 
time  clinical  coordinator  who  is  a 
masters-level  social  worker,  and  four 
full-time  bachelors-level  staff,  in- 
cluding a  case  manager,  a  coun  advo- 
cate, a  victim's  assistant  specialist, 
and  a  counselor  for  assault  viaims 
who  also  recruits  and  trains  volun- 
teers. 

Direct  intervention  with  victims 
of  sexual  assault  has  been  a  particu- 
larly strong  aspect  of  the  program. 
Currently  the  program  serves  about 
46  percent  of  all  victims  of  sexual  as- 
saults reponed  in  the  police  district 
in  which  the  mental  health  center  is 
located.  Program  staff  have  effective- 
ly engaged  clients  through  outreach 
and  service  provision  at  crisis  centers, 
jails,  schools,  churches,  day  camps, 
police  stations,  and  other  social  ser- 
vice agencies.  The  program  also 
receives  referrals  from  a  victimiza- 
tion network  and  hospital-  and  com- 
munity-based sexual  assault  pro- 
grams. 

The  basic  service  package  for  vic- 
tims consists  of  eight  sessions  of 
crisis  intervention,  which  may  in- 
clude group  or  individual  therapy 
and  counseling  for  families  and 
couples.  The  program  also  offers 
court  advocacy.  Staff  members  work 
with  the  victim  to  choose  the  most 
helpful  services.  The  center  also 
operates  a  24-hour  crisis  line;  Vic- 
tims' Services  Program  staff  carry 
elearonic  pagers  and  can  respond  to 
calls  involving  victimization  at  any 
hour. 

The  service  program  is  funded  by 
grants  from  the  Illinois  Coalition 
Against  Sexual  Assault,  the  Illinois 
Attorney  General's  Office,  and  the 
State  Depanment  of  Child  and  Fam- 
ily Services.  Coordination  of  the 
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broad  range  of  funding  sources  has 
been  a  major  challenge.  However, 
funding  from  these  sources  falls  short 
of  expenses,  and  the  Community 
Mental  Health  Q)uncil  also  supports 
the  program  from  nonrestricted  rev- 
enues. 

In  1991  staff  in  the  program's 
seven  and  a  half  fiill-time  positions 
provided  a  total  of  1,576  hours  of 
direct  counseling  services  to  388  vic- 
tims and  117  of  the:r  significant 
others  and  provided  referral  services 
to  another  181  victims.  The  staff  had 
229  contacts  wi  th  other  local  institu- 
tions to  advocate  for  victims'  ser- 
vices. For  example,  staff  met  regular- 
ly with  the  Chicago  Sexual  Assault 
Services  Network,  a  coalition  of 
court  advocates  who  work  with  law 
enforcement,  criminal  justice,  and 
medical  institutions  to  promote 
more  sensitive  handling  of  victims' 
issues. 

Direct  services  are  intensively 
monitored' with  quality  assurance 
and  outcome  measures,  including 
client  satisfaction  surveys,  reviews  by 
two  different  oversight  boards,  peer 
review,  individual  case  review,  and 
systematic  quality  assurance  using  a 
threshold  criteria  indicator  model. 

Research 

Despite  initial  lack  of  funding  for  re- 
search. Victims'  Services  Program 
staff  members  were  willing  to  begin 
gathering  basic  empirical  data  soon 
after  the  program  started.  Since 
1991,  partial  funding  for  the  pro- 
gram's research  has  been  provided  by 
United  Way  of  Chicago  Over  the 
past  eight  years,  under  the  leadership 
of  Dr.  Bell  and  Esther  J  Jenkins, 
Ph.D.,  a  social  psychologist,  pro- 
gram staff,  along  with  visiting  psy- 
chiatric residents  and  medical  stu- 
dents rotating  through  the  program 
on  trainir  .  placements,  have  inves- 
tigated St  ral  aspects  of  the  prob- 
lem of  violence,  including  the  epide- 
miology of  homicide,  the  extent  of 
victimization  in  the  history  of  men- 
tally ill  patients,  and  the  extent  of  ex- 
posure to  violence  among  children. 

For  example,  a  series  of  studies 
conducted  by  Dr.  Jenkins  and  her 
colleagues  have  provided  insights 
about  children's  exposure  to  violence 
as  witnesses  and  the  types  of  inci- 
dents that  are  witnessed.  In  a  1986 


survey  of  536  African  American 
school  children,  about  26  percent  of 
the  sample  reported  that  they  had 
seen  a  person  get  shot  and  29  percent 
indicated  that  they  had  seen  a  stab- 
bing. A  subsequent  screening  done 
by  Victims'  Services  Program  staff  of 
more  than  1,000  middle  and  high 
school  students  from  a  relatively 
high  crime  area  of  Chicago's  south 
side  found  that  35  percent  had  wit- 
nessed a  stabbing,  39  percent  had 
seen  a  shooting,  and  24  percent  had 
seen  someone  get  killed.  In  the  ma- 
jority of  cases,  the  students  reported 
that  they  knew  the  victims.  In  addi- 
tion, 46  percent  of  the  sample  re- 
ported that  they  had  personally  been 
the  victim  of  at  least  one  of  eight 
violent  crimes,  ranging  from  having 
a  weapon  pulled  on  them  to  being 
robbed,  raped,  shot,  or  stabbed. 

Clinical  experience  reveals  that 
children  who  are  exposed  to  violence 
may  show  symptoms  of  posttrau- 
matic stress  disorder,  including  reex- 
periencing  the  event  in  play,  dreams, 
or  intrusive  images;  psychic  numb- 
ing characterized  by  subdued  behav- 
ior and  inactivity;  and  sleep  disor- 
ders. Their  cognitive  performance 
and  achievement  in  school  may  be  af- 
fected due  to  intrusive  thoughts  of 
the  trauma,  development  of  a  cogni- 
tive style  of  deliberate  memory  lap- 
ses, or  simple  fatigue  from  loss  of 
sleep.  The  findings  highlight  the 
need  for  screening  children  with 
learning  and  behavioral  difficulties 
to  determine  if  exposure  to  violence 
plays  a  role  in  their  problems. 

In  other  research,  program  staff 
examined  hospitals  in  Cook  County, 
Illinois,  to  determine  the  kinds  of 
procedures  and  policies  in  place  in 
emergency  rooms  to  address  the 
needs  of  victims  of  family  violence, 
domestic  violence,  and  interpersonal 
assault.  This  work  will  enable  the 
staff  to  build  a  theoretical  model  of 
service  delivery  in  emergency  rooms. 

Consultation  and 
community  education 

Staff  of  the  Victims'  Services  Pro- 
gram have  provided  consultation  to 
public  service  departments  in  several 
states  and  more  than  30  cities  and  to 
many  professional  organizations  and 
individuals  in  models  of  violence 
prevention  and  intervention,  screen- 


ing clients  for  victimization,  and  al- 
ternative methods  of  conflict  resolu- 
tion. 

The  model  of  violence  prevention 
developed  by  the  program  is  based 
on  the  three  levels  of  intervention — 
primary,  secondary,  and  tertiary — 
used  to  address  public  health  prob- 
lems. Primary  prevention  strategies, 
intended  to  stop  the  problem  from 
occurring,  include  instruction  in 
conflict-resolution  skills,  communi- 
ty-based interventions  to  improve 
family  systems  and  provide  produc- 
tive outlets  for  youth,  and  efforts  to 
reduce  head  in)ury  and  alcohol  abuse, 
which  have  been  linked  to  violent 
behavior 

The  structured  cotiflict  resolution 
training  advocated  by  the  Victims' 
Services  Program  teaches  individuals 
how  to  negotiate  difficult  situations 
and  identify  and  implement  solu- 
tions that  are  acceptable  to  all  par- 
ties. The  approach  also  draws  on  less 
structured  techniques,  such  as  use  of 
humor  to  defuse  potentially  dan- 
gerous situations.  The  Victims'  Ser- 
vices Program  recommends  place- 
ment of  such  training  in  the  cur- 
ricula in  primary  and  secondary 
schools. 

Secondary  prevention  involves  in- 
tervening in  the  violence  process 
before  it  results  in  death  by  identify- 
ing and  treating  victims  and  per- 
petrators of  nonlethal  violence,  such 
as  spouse  abuse.  To  improve  the 
chances  of  finding  these  persons,  the 
Victims'  Services  Program  works 
with  staff  of  emergency  rooms  and 
other  health  care  facilities  to  develop 
procedures  for  screening  patients. 
The  program  also  works  with  chur- 
ches and  other  community  groups  to 
increase  awareness  of  the  problem  of 
victimization  and  to  open  avenues 
for  referral  for  treatment. 

Tertiary  prevention — interven- 
tions that  occur  after  violence  has 
taken  place — are  aimed  at  reducing 
the  psychiatric  morbidity  associated 
with  exposure  to  violence  as  a  victim, 
witness,  or,  in  case  of  homicide,  a 
family  member  or  friend  of  the  vic- 
tim. The  Victims'  Services  Program 
advocates  that  community  mental 
health  centers  be  attentive  to  vic- 
timization issues  for  both  patients 
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and  nonpacients  in  their  catchment 
areas.  The  Community  Mental 
Health  Council  screens  every  patient 
for  issues  of  victimization.  This 
routine  procedure  has  produced  a 
much  broader  focus  on  these  issues  in 
many  patients'  treatment  plans. 

In  1991,  Victims'  Services  Pro- 
grajn  staff  delivered  1 37  community 
educational  presentations  on  vio- 
lence and  victimization  to  a  total  of 
7,559  participants.  Workshops  on 
prevention  of  violence  were  present- 
ed at  preschools,  elementary  schools, 
and  high  schools;  churches;  and  com- 
munity health  centers.  Staff  also  con- 
ducted a  day-long  workshop  on  vio- 
lence that  had  60  participants  from 
all  over  the  city.  The  program  co- 
sponsors  peer  violence  prevention 
workshops  in  city  schools  with  the 
Fraternal  Order  of  Police  and  has 
helped  the  Illinois  State  Police  devel- 
op their  school  security  program, 
which  teaches  principals  and  admin- 
istrators how  to  handle  violence  in 
schools  in  a  nonviolent  manner. 

In  the  area  of  professional  train- 
ing, in  1991  Victims'  Services  Pro- 
gram staff  provided  43  programs  on 
how  to  counsel  victims  for  a  total  of 


444  participants.  Training  to  help 
volunteers  aid  victims  during  their 
stressful  post-victimi^tion  phase  is 
also  provided. 

Plans  for  the  future 
In  1992,  the  Victims'  Services  Pro- 
gram began  a  demonstration  service 
delivery  project  in  the  Cook  County 
Juvenile  Court  detention  facility. 
The  project  is  aimed  toward  both 
improving  the  safety  of  the  environ- 
ment within  the  facility  and  address- 
ing violence  in  lives  of  the  juveniles 
who  are  detained  there.  There  are 
plans  to  ensure  that  the  facility's  cor- 
rectional officers  arid  health  care  per- 
sonnel receive  training  in  the  non- 
violent management  of  violence 
within  the  facility.  Funher  plans  call 
for  program  staff  to  screen  for  vic- 
timization among  the  juveniles  to 
identify  those  at  risk  for  academic, 
behavioral,  and  psychiatric  problems 
and  counsel  these  children  to  relieve 
their  trauma.  In  addition,  high-risk 
juveniles  are  being  taught  non- 
violent conflict  resolution  skills. 

To  address  the  Victims'  Services 
Program's  current  funding  shortfall, 
program  staff  plan  to  seek  additional 


funding  sources.  The  additional 
funds  will  be  used  to  support  expan- 
sion of  needed  services,  which  will 
focus  particularly  on  victims  of  phys- 
ical assault  and  witnesses  of  homi- 
cides. 

The  Victims'  Services  Program 
combines  service,  research,  advocacy, 
and  community  education  to  address 
the  problem  of  violence  and  victim- 
ization at  several  levels — by  helping 
victims  through  direct  counseling, 
by  providing  consultation  in  service 
delivery  and  program  development 
to  health  care  facilities  and  other 
agencies,  and  by  helping  local  com- 
munities and  national  policymakers 
increase  their  awareness  of  the  men- 
tal health  consequences  of  violence 
and  victimization.  The  program's 
multifaceted  approach  is  one  that 
recognizes  the  magnitude  and  com- 
plexity of  the  problem  and  that  pro- 
vides useful  strategies  for  change. 

For  more  information,  contact  Carl  C. 
Bell,  M.D.,  Executive  Director,  Victims' 
Services  Program,  Community  Mental 
Health  Council,  Inc,  8704  South  Con- 
stance Street,  Chicago,  Illinois  60617; 
telephone,  312-734-4033.  ext.  204. 
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I  would  like  to  start  by  thanking  Congressman  Lane  E>/ans  for  this 
opportunity.  It  is  indeed  an  honor  and  privilege  that  far  exceeds  my 
wildest  dreams.  For  me  it's  the  ultimate  opportunity  to  discuss  a 
subject  near  and  deau:  to  my  heart.  Ttius,  I  hope  to  provide  some  insight 
by  discussion. 

Today  I  bring  to  you  some  good  news  and  disturbing  facts.  My 
topics  include  various  ways  that  Post  Traumatic  Stress  Disorder  has 
effected  African  Anerican  Veterans  and  other  related  comnunity  issues. 

During  1968  -1969,  I  served  in  Vietnam.  My  initial  experience  in 
service  delivery  was  as  a  Veteran's  Counselor.  Subsequently,  I  served 
Director  and  Deputy  Director  of  Veterans'  Affairs  for  the  State  Of 
Indiana,  TViat  combination  of  experiences,  has  caused  me  to  develop  a 
unique  perspective  regarding  the  status  of  African  American  Veterans. 

Over  the  last  20  years,  I  have  observed  changes  in  the  federal 
Department  of  Veterans  Affairs.  These  changes  have  provided  some 
veterans  access  to  the  best  medical  care  available.  At  the  same  time, 
other  veterans  are  denied  medical  care  that  the  federal  Governmen. 

Countless  experts  have  concluded  as  a  result  of  scientific 
research  and  other  observations,  that  many  young  men  and  women  who  went 
from  high-schools,  factories,  colleges  and  street  corners  to  Vietnam 
Jungles  within  twelve  months  were  psychologically  scarred. 

An  interesting  editorial  was  written  by  Cristine  Russell  in  the 
February  19th,  1991  edition  of  the  Washington  Post  Health  Magazine.  Ms. 
Russell  reported  on  a  study  ordered  by  Congress  and  conducted  by  the 
Research  Triangle  Institute.  "Itie  report  found  that  15%  of  those  who 
served  were  still  suffering  from  the  Post  Traumatic  Stress  Disorder.  The 
length  of  the  war,  stress  from  exposure  to  a  life  threatening  situation, 
emotional  instability  and  the  war's  unpopularity  were  factors 
contributing  to  the  disorder. 

A  quick  calculation  reveals  that  15%  of  the  approxijnately  3.5 
million  service  men  and  women  leaves  450,000  veterans  suffering  from 
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Post  Traumatic  Stress  Disorder.  However,  the  Department  of  Veterans 
Affairs  is  paying  compensation  for  PTSD  to  only  40,456  veterans.  Of 
that  number,  603  veterans  have  less  than  a  10%  disability  rating. 
Clearly,  the  greatest  percentage  of  Veterans  suffering  from  from  Post 
Traumatic  Stress  Disorder  are  not  being  compensated  for  their 
disability. 

Many  of  those  still  suffering  from  PTSD  yet  manifest  symptoms. 
TViese  include  difficulty  in  holding  jobs,  inability  to  maintain 
relationships  and  various  forms  of  anti-social  behavior.  The  sad  fact 
is  that  the  aforementioned  symptoms  are  frequently  considered  by  society 
to  be  normal  behavior  for  Vietnam  Veterans. 

The  effects  of  Post  Traumatic  Stress  Disorder  have  been 
devastating  to  America.  Most  of  the  expenses  caused  by  this  human 
suffering  has  resulted  in  a  psychological  and  financial  burden  to  local 
governments.  A  substantial  proportion  of  indigent  patients  receiving 
care  at  locally  funded  medical  facilities  are  eligible  for  treatment  at 
Veterans  facilities.  A  lack  of  training  in  the  diagnosis  of  Post 
Traumatic  Stress  Disorders  by  personnel  at  community  medical  facilities, 
allows  the  illness  to  go  untreated. 

Making  matters  worse,  many  families  have  been  torn  apart  and 
destroyed  because  this  illness  has  remained  untreated.  In  fact,  large 
percentages  of  criminal  behavior  and  substance  cibuse  are  nothing  more 
than  manifestations  of  untreated  cases  of  Post  Traumatic  Stress 
Disorder.  Further  research  may  reveal  a  relationship  between  the 
increase  of  violent  activity  among  teens  and  the  effects  of  P.T.S.D.  on 
families. 

Although  the  veteran's  Coninunity  has  started  to  heal,  recent 
events  often  exacerbate  the  sense  of  frustration  and  resentment  many 
former  G.I.'s  have.  The  following  are  examples  of  incidents  and 
situations  that  prevent  healing. 

Many  veterans  felt  betrayed  when  the  United  States  granted  asylum 
to  Vietnam  refugees.   They  were  entitled  to  welfare,  food  stamps  and 
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important  to  overcome  society's  previous  rejection  of  them.  Society's 
rejection  destroyed  the  self-esteem  of  Vietnam  Veteran's  at  a  time  when 
they  needed  it  most. 

Although  those  Veteran's  cannot  change  the  past,  they  can  and  cire 
doing  some  things  to  improve  the  negative  perception  that  society  has  of 
Vietnam  veterans. 

The  previously  rejected  veterans  aire  finding  out  that  they  can 
be  especially  useful  in  areas  of  prevention,  education  and 
reintegtration  of  incarcerated  youths  between  the  ages  of  8-13  years  of 
age.  Helping  at-risk  youths  is  extremely  important  to  the  healing 
process.  According  to  the  Justice  Department,  an  average  of  960,000 
children  between  the  ages  of  12  and  19  were  the  victims  of  1.9  million 
violent  crimes  each  year  between  1986  and  1988.  Between  1987  and  1991, 
the  ntmbere  of  juvenile  arrests  for  violent  crimes  increased  50% 
Arrests  of  juveniles  for  murder  increased  85%  during  1987  and  1991.  At 
the  "Safeguarding  Our  Youth:  Violence  Prevention  for  Our  Nation's 
Children"  Conference,  Secretary  of  Health  and  Human  Services  Donna 
Shalala,  labeled  the  spread  of  youth  violence  "  a  major  public  health 


Ttie  National  Association  of  Black  Veterans,  N.A.A.C.P. ,  and 
Tuskegee  Airmen  are  examples  of  African-flmericam  veterans  organizations 
that  have  been  actively  involved  in  providing  services  to  at-risk  youths 
in  Indianapolis,  Indiama.  In  Wisconsin,  the  National  Association  of 
Black  Veterans  have  implemented  several  programs  that  bring  veterans  and 
at-risk  youth  together.  Another  example  of  eon  organizational  approach 
is  the  Indianpolis  Chapter  of  the  Tuskegee  Airmen,  who  adopted  a  grade 
school  last  year. 

Currently,  in  Indianapolis,  Indiana,  I  serve  as  Executive 
Director  of  Project  COURAGE.  Project  COURAGE  represents  the  Marion 
County  Prosecutor's  effort  to  reduce  incidences  of  illegal-gang  activity 
and  violence.  It  coordinates  the  operations  of  law  enforcement, 
social-service  agencies,  comnunity-based  emd  grass-roots  organizations 
and  dedicated  individuals. 
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Vietnam  was  a  difficult  war  for  America.  One  of  the  ways  this 
difficulty  manifested  itself  was  in  a  higher  incidence  of  P.T.S.D.  among 
Vietnam  Vets.  ttot  withholding  this  phenomenon,  the  citizens  who  served 
in  Vietnam  gained  valuable  experience  that  can  be  shared  with  society's 
youth.  With  the  continued  support  of  government  many  Vietnam  veterans 
can  begin  to  recover  and  heal. 

I  thank  you. 
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Chainnan  Evans,  members  of  Ihe  subcommittee,  my  name  is  Michael  Kocher  and  I  am  the  Dmctor  of  the 
Amerasian  Resettlement  Program  for  InierAciion.  I  want  to  thank  you  for  the  opportunity  to  testify  here  today 
on  the  topic  of  Vietnamese  Afro-Amerasians  and  issues  involving  African-American  Veterans  and  community. 

InterAction  exists  to  help  promote  and  enhance  Ihe  effectiveness  of  private  humanitarian  efforts.  Our 
membership  includes  154  US-based  private  voluntary  organizations  engaged  in  relief,  development,  refugee 
assistance,  public  policy  and  global  education.  Included  in  our  membership  are  those  agencies  responsible  for 
resettling  refugees  into  the  United  States.  For  the  past  four  years,  InterAction  has  been  partner  to  a  cooperative 
agreement  with  the  Office  of  Refugee  ResettlementAJS  Department  of  Health  and  Human  Services  for  the 
purpose  of  supporting  local  community  efforts  to  enhance  the  services  provided  to  Vietnamese  Amerasians  and 
their  families.  Vietnamese  Amerasians  represent  a  new  group  of  young  adults  in  this  country,  and  included 
in  this  group  are  thousands  of  Afro-Amerasians. 

Vietnamese  Amerasians.  Mr.  Chairman,  are  the  offspring  of  Viemamese  women  and  U.S.  military  and  civilian 
personnel  stationed  in  Vietnam  during  the  war.  When  the  U.S.  left  Viemam  in  1975,  thousands  of  Amerasian 
children  were  left  behind.  While  some  men  tried  and  succeeded  in  bringing  their  children  to  this  country,  the 
overwhehning  majority  of  these  children  remained  in  Viemam.  While  many  were  raised  by  their  mothers  or 
relatives,  others  were  abandoned  and  forced  to  live  in  orphanages,  foster  homes  or  in  the  streets.  Historically, 
Vietnam  is  a  racially  homogenous  society  and,  for  a  variety  of  cultural  and  political  reasons.  Amerasians  are 
often  severely  discriminated  against  and  made  to  live  on  the  poorest  margins  of  that  society.  Interviews  in 
Vietnam  and  resettlement  experience  in  this  country  suggest  that  Afro-Amerasians  generally  receive  the 
harshest  treatment  in  Viemam.  When  faced  with  the  racial  realities  of  their  new  home,  this  group  may  be 
especially  "at  risk"  as  young  adults  in  the  United  States  (see  atuched  1 1/13/92  New  York  Times  article). 

In  1982,  Mr.  Chairman,  the  U.S.  began  accepting  small  numbers  of  Amerasians  under  the  Orderiy  Departure 
Program  (ODP).  In  1984.  Secretary  of  State  George  Schultz  announced  that  the  U.S.  would  accept  all 
Vietnamese  Amerasian  children  and  their  qualifying  family  members.  In  September,  1987,  the  U.S.  and 
Vietnam  reached  agreement  under  a  bilateral  program  allowing  increased  resettlement  of  Amerasians.  In 
December,  1987,  Congress  passed  the  Amerasian  Homecoming  Act  allowing  Amerasians  and  families 
admission  to  the  U.S.  as  immigrants  eligible  for  refugee  benefits.  The  legislation  took  effect  in  March,  1988 
with  the  expecution  that  25.000  -  30,000  individuals  would  resettle  here  under  its  provisions.  To  date, 
approximately  80.000  individuals  have  come  to  the  U.S.  under  this  legislation  with  an  additional  3,500 
expected  in  FY  1994.  This  total  inchides  approximately  20.000  Amerasian  young  adults  of  which 
approximately  5.000  arc  Afro-Amerasiatt  Once  here,  these  young  i»K>ple  who  now  average  twenty-one  years 
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of  age  resettle  in  numerous  "cluster  site"  communities  throughout  the  country  where  they  are  met  by  and 
receive  services  from  the  voluntary  resettlement  agencies.  In  my  role  with  InterAction,  Mr.  Chairman,  I  work 
closely  with  these  resettlement  agencies  and  communities  as  they  welcome  and  serve  this  population. 

All  immigrants  and  refugees,  regardless  of  ethnicity  and  country  of  origin,  must  endure  severe  changes  and 
make  significant  adjustments  when  they  move  lo  the  U.S.  Amerasians,  however,  and  due  to  their  unique 
circumstances,  especially  Afro-Amerasians,  have  several  additional  issues  which  can  cause  even  greato'  strain 
lo  themselves  and  those  around  them.  These  issues  include: 

1.  Low  self-estean  and  identity  confusion  -  As  noted,  Amerasians  grew-up  markedly  different  in 
homogenous  Vietnamese  society,  which  is  made  more  extreme  for  Afro-Amerasians.  Marginalized, 
generally  poor  and  lacking  any  social  group  to  a  confa  a  positive  identity.  Afro-Amerasians  especially 
may  have  low  self-esteem  and  a  confused  sense  of  self.  This  may  result  in  self-hatred  and  an  attempt 
to  deny  their  African-American  heritage.  This  may  be  heightened  upon  arrival  in  Ihe  U.S..  with 
realization  that  cultural  and  language  barriers  keep  them  isolated  from  African-American  communities 
and  that  U.S.  society  possesses  racial  problems  of  its  own. 

2.  Low  education  leveb  and  few  transferable  lob  skills  -  While  not  officially  denied  access  to 
schooling  in  Viemam,  relatively  few  Amerasians  enter  the  U.S.  with  a  high  school  education.  In  fact, 
most  Amerasians  had  little  formal  schooling  in  Vietnam  and.  given  their  ages,  most  do  not  attend 
America  high  school.  Dliteracy  in  both  Viemamese  and  English  is  common,  with  local  service 
providers  reporting  that  illiteracy  is  of  special  concern  regarding  Afro-Amerasians.  Similarly,  most 
arrive  in  the  U.S.  without  appropriate  job  skills.  While  the  local  agencies  do  provide  employment 
counseling  and  report  most  Amerasians  go  to  wtvk  soon  after  arrival,  vocational  training  opportunities 
in  this  country  are  few  and  Amerasians  may  face  Ihe  prospect  of  minimum  wage  work  as  their  only 
long-term  option. 

3.  Sometimes  unrealistic  expectations  of  reunion  with  their  father  -  Amerasians  grew-up  without  a 
father  In  a  strict  patrilineal  society  which  confers  identity  from  the  father's  family  and  ancestors. 
Many  hold  long-harbored  dreams  of  finding  their  fathers  upon  arrival  in  Ihe  US.  While  most  have 
insufncieni  information  to  do  so.  smaller  numbers  do  have  information  and  choose  to  initiate  a  father 
search.  This  is  an  extremely  complex  emotional  area  involving  agency  caseworkers  and  local  Red 
Cross  staff  trained  to  counsel  as  well  as  carry  out  the  actual  tracing.  To  dale,  roughly  3%  of  Ihe 
Amerasian  population  have  located  their  father  (it  should  be  noted  that  Ihe  Red  Cross  workers  provide 
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Amerasians  with  a  located  father's  address  or  phone  number  only  with  the  father's  ccnsent). 
Obviously,  whether  ultimately  successful  or  not,  the  father  search  issue  is  a  difTicult  one  for  all 
involved.  The  Amerasian  may  have  to  deal  with  unfulfilled  dreams,  or  tensions  with  his/her  biological 
mother  and  half -siblings.  Similarly,  a  father  who  has  been  located  may  have  unresolved  feelings  about 
his  experience  in  Vietnam,  as  well  as  his  own  family  which  may  or  may  not  welcome  the  knowledge 
that  he  left  a  child  behind  in  Vietnam.  I  believe  the  father  search  issues  will  increase  in  importance, 
as  local  agency  staff  report  most  Amerasians  express  an  interest  in  finding  their  fathers.  Some 
Amerasians  resettled  3-4  years  ago  are  only  recently  letting  it  be  known  that  they  do  have  infomutioa 
about  their  fathers  and  now  wish  to  try  to  find  them. 

Without  question,  Mr.  Chairman,  Vietnamese  Amerasians  and  especially  Afro-Ama-asians  face  tremendous 
obstacles  here  in  the  U.S.  Similarly,  African-American  Veterans  and  their  communities  face  difficulties  in 
welcoming  these  young  people  to  their  new  home.  But  there  have  been  many  successes,  and  initiatives  exist 
which  are  working.  Mentor  programs,  for  example,  matching  African-Americans  and  African-American 
Veterans  with  Afro-Amerasians  can  be  very  beneficial.  Local  resettlement  experience  shows  that  these 
matches,  when  carefully  screened  and  monitored  by  professional  staff,  can  have  a  positive  effect  on  both 
individuals  involved.  For  it  is  only  through  exposure  and  positive  reinforcement  that  the  young  Afro- 
Amerasian  is  able  to  grow  comfortable  with  their  identity  and  embrace  both  halves  of  their  heritage. 
Additionally,  African-American  Veterans  now  serving  as  volunteers  have  told  me  that  they  value  highly  their 
mentor  relationships  with  these  young  people.  Some  have  stated  that  the  mentor  relationship  has  aided  not 
only  the  young  person  but  themselves  as  well  as  they  have  been  better  able  to  come  to  terms  with  their  time 
in  Viemam  as  a  resulL 

Parallels  between  Amerasian  young  adults  aixl  other  disadvantaged  minority  youth  in  this  country  suggest  that 
Amerasians  and  Afro-Amerasians  specifically  are  excellent  candidates  for  inclusion  in  federal,  state  and  local 
minority  youth  initiatives.  As  noted  above,  literacy  and  employment  as  well  as  mentoring  are  critical  areas 
of  concern.  In  conclusion,  Mr.  Giairman,  I  urge  you  and  your  colleagues  to  remember  the  Vietnamese 
Amerasians  as  a  whole  and  Afro-Amerasians  specifically  as  the  subcommittee  continues  to  address  broader 
issues  involving  African-American  Veterans  and  community. 

Thank  you  again,  Mr.  Chairman,  for  the  opportunity  to  testify  here  today.  I  will  be  very  happy  to  respond  to 
your  questions. 
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THE  NEW  YOKK  TIMES  METRO  MONDAY,  NOVEMBER  16,  1991 


C    I    T    T 


Linda,  right,  a  black  Amtraiian.  walking  with  her  mother,  Thanh,  left,  and  her  grandmother,  Florence  Hendricks,  in  Chinatown  Linda's  father, 
former  serviceman,  is  remarried  and  lives  in  the  Virgin  Islands,  where  Linda  and  her  brother,  Lee,  visit  him  In  the  summer. 

For  Afro- Amerasians,  a  Life  of  Tangled  Emotions 


Coniiniitd  From  Fagt  Bl 


educiiton.  jobs  and  counseling  help 
■s  ihev  try  lo  shake  loose  the  memo 
ries  of  years  of  a  hardscribble  exist- 
ence. For  the  first  time  In  their  lives. 
many  say  they  feci  they  have  a 
chance  to  succeed  or  fall  on  their  own 
merits,  blending  Into  racially  mixed  i 
communities. 

.  At  the  same  time,  refugee  workers^ 
who  are  eukling  their  transition  to' 
American  life  fear  that  these  young 
people  are  still  suffering  the  after- 
effects of  racism  they  endured  In 
their  early  lives.  Tugged  among  three 
worlds,  they  say  the  black  or  Afro- 
Ameraslans  exhibit  more  anger, 
anxlely  and  depression.  If  not  self- 
hatred,  than  their  while  cousins. 

Culturally  Vietnamese,  politically 
American  and  physically  black,  Ihey 
do  not  easily  fit  Into  any  one  category. 

"We  almost  saw  these  kids  as  tri- 
racial  but  In  a  sense  disenfranchised 
In  every  domain,"  said  Mark  John- 
aim,  a  clinical  psychologist  and  the  co- 
author of  a  study  on  the  menial  health 
of  Afro-Ameraslans.  "It's  difficult  to 
find  a  space  or  cultural  home  for 
these  kids." 

Taunted  by  Children 

Dat  Thatch.  31.  knows  that  confu- 
lion.  The  Afro-Ameraslan  who  came 
10  the  United  Stales  this  year  said  he 
"ne ?X'A<J^'^c",d'!en'',n''5,i;„".l'  """  bl«ck  Amerasian,  live  in  pUce.  like  the  Bron,  help.  Hang  TTach.  Dat  Thatch  and 
who  lold  him  he  should  'lo  lo  your  ~  •""  °'  "  resettlement  communities  nationwide  attended  English  classes  at  Sl  Rita's 
•  beciuse  he  was  black  —  where  they  receive  education,  jobs  and  counseling       last  week  on  Andrews  Avenue. 


ind  Hong  U 
Asian  Center 


counltjr  •  be 
"I  didn't 
said 


know   my 


II  ry,"  he 
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.nd  lUelr  reUllvM  hive  'n^ve^  In 
the  United  Sl.iei  llnce  Congress 
Dtised  me  Ameml.n  Homecoming 
Act  In  19M.  TUe  Amer.sl.ns  them- 
selves  .ccounied  for  .  qiurter  o(  Oie 
refugee  101.1.  with  some  4.000  oMhem 
belnl  Atro-Amer.sl.n.  s.ld  Mlch.el 
Kocher,  director  of  the  Amerasl.n 
ResetUemeni  Program  .1  InierAc- 
lion  .  W.5hlnglon-b.sed  co.lltlon  ol 
reseitlemenl  «id  relief  agencies. 

Spe.king  In  gener.l  terms,  Mr.  Ko- 
chers.ld  the  sons  of  Inf.nirymen 
who  once  w.lked  point  In  the  Jungle 
were  left  behind  lo  bring  up  the  re.r 
of  >  social  order  th.t  shunted  them  lo 
the  m.rglns  of  VIetn.mese  life. 

"II  Is  such  a  homogenous  society, 
•ethnically  pure,'  *>'J';»!*.'.''lf"'' 'm 
uiyon«  With  mixed  blood,  he  sald^ 
"For  whatever  cultural  re.sons.  they 
tended  to  be  even  more  marglna- 

htt  •  Jl-veir-old  Afro-AraerasUn 
who  a'rrtved  In  the  United  States  two 
yean  ago,  spoke  on  the  condition  that 
his  family's  name  not  he  used.  He 
speaks  haltingly  of  his  childhood  n 
Stiion  one  whose  themes  resonate  in 
the  sio'ries  ol  his  feltow  refugees. 

HU  mother,  who  h»d  married  a 
black  serviceman,  hid  Lee  and  his 
ilsier.  Unda.  In  tJie  closet  for  months 
after  the  fall  of  Saigon.  Uter  when 
she  sent  him  lo  school,  he  said,  he  was 
leased  relentlessly  and  often  arrested 
by  the  police,  who  he  said  tried  to 
coerce  confessions  from  him  lor 
crimes  he  did  n(H  commit 

The  ultimate  Indignity  came  in  the 
mth   grade,   when   his   classmates 


pounced  o»hlm.  purameling  him  until 
hall  his  face  was  swollen.  When  hU 
mother  confronted  the  school's  prin- 
cipal he  lold  her  to  stop  sending  her 
son  to  school  because  he  could  do 
nothing  to  prevent  the  beatings. 
Feeling  Som.  Kinship 
Lee  and  his  family  came  to  the 
United  Suies  In  l»90,  settling  Into  an 
apanment  in  the  KIngsbrldge 
Heights  section  of  the  Bronx.  He  at- 
tends Martin  Luther  King  High 
School  In  Manhatun,  where  he  said 
his  black  classmates  have  welcomed 
him  He  said  he  did  not  know  much 
about  black  ctilture.  although  he  said 
he  Intended  to  read  more  about  li 
once  his  command  of   English  Im- 

E roved.  Nonetheless,  he  (eels  aome 
Inship  to  his  classmates. 
"At  the  beginning  I  was  surprised 
to  see  so  many  people  with  the  same 
color  skin  as  me."  he  said.  "Thai 
makes  me  feel  surprised  and  com- 
fortable. 1  belong  to  this  society." 

His  mother  says,  perhaps  onlj 
partly  In  lest,  that  he  now  wants  tc 
forget  the  part  of  him  that  U  Viet- 
namese. He  listens  grim-faced 
slumped  In  a  chair. 

"Forget."  he  said,  slowly  shaking 
hb  head.  "I  don't  want  to  remem- 
ber." 

The  relief  many  feel  (or  no  longer 
being  hounded  because  of  their  skin 
color  can  be  supplanted  by  urgent 
economic  concerns.  Several  refugee 
experts  said  the  Afro-Ameraslans 
were  often  denied  access  to  education 
because  of  their  color,  arriving  In  this 
country  with  only  a  few  years  ol 
formal  schooling.  If  any.  Now  many 
worry  about  catching  up,  enrolling  in 
high  school  at  an  age  when  other  teen 
agers  have  graduated. 

Others  fret  about  finding  work  wltk 
little  English  and  tew  markeuble 
skills  at  a  lime  when  Jobs  are  scarce 
for  many  In  their  neighborhoods. 
Needing  Federal  Help 
"When  I  first  got  here  my  (ace  was 
always  angry."  said  Mlnh  Nguyen,  21, 
who  arrived  In  the  Bronx  Test  yeai 
and  now  Is  studying  English  and  oth- 
er sublects  at  Sl  Rita's  Asian  Center. 
"The  language  was  difficult  and  this 
is  a  big  country.  1  didn't  know  where 
to  look  for  work.  I  don't  know  what  li 
out  there  in  the  future." 

There  Is  a  sense  that  time  Is  lim- 
ited, a  sentiment  shared  by  refugee 
worken  who  said  that  because  the 
-Ameraslans  were  older,  they  should 
be  eligible  (or  more  aaslnance  from 


Government  aocUI-servlce  pro- 
grams. They  said  11  was  more  critical 
for  the  A(ro-Ameraslans,  given  their 
freouenl  lack  of  education. 

While  some  of  the  youths  have 
black  friends,  their  tightest  bonds 
often  seem  to  be  with  other  Amera- 
slans. They  refer  lo  living  life  "In  the 
middle,"  Identifying  themselves  a» 
Ameraslan. 

Their  blackness,  the  focal  point  ol 
their  abuse  In  Vietnam,  Is  something 
that  Is  either  played  down  or  avoided 
here.  Mr.  Hung  said  all  he  knew  abouv 


In  Vietnam, 
children  of  black 
soldiers  sat  in  the 
back  of  society. 


black  Americans  came  from  a  movie 
about  the  antebellum  South  h«  saw  In 
his  youth.  ^      ..,    ,. 

"I  heard  In  Vietnam  that  black 
poeple  were  slaves,"  he  said.  "1  didn't 
want  to  be  a  slave." 

He  still  may  be  hostage  to  his  de- 
cidedly derogatory  view  of  black 
Americans,  fearfjily  asaodatlng 
them  with  crime  and  homelessness. 
When  asked  If  his  time  here  has 
helped  persuade  him  otherwise,  he 
nodded  affirmatively. 

"Of  course  It  changed."  he  tald. 
"In  the  United  States  there  Is  free- 
dom. I  don't  have  to  live  In  the  black 
community." 

Although  Mr.  Hung  said  he  felt 
more  comfortable  In  New  York,  not 
all  of  his  countrymen  have  been  ac- 
cepting. "Vietnamese  here,  especial- 
ly the  higher-educated  Vietnamese, 
do  not  allow  their  children  to  make 
(riends  with  black  Ameraslans  like 
me,"  he  said. 

Psycholoflsu  and  others  who  have 
tooked  Into  the  experiences  of  Amer- 
aslan refugees  said  the  lasting  efteeu 
of  the  young  people's  dltflcult  years 
In  their  homeland  were  unclear. 

A  continuing  study  that  has  tracked 
Ameraslan  refugee*  akmg  their  |i«r- 
ney  from  Vietnam,  through  Philip- 
pine refugee  camps  and  hi  the  United 
Slates,  found  the  Afro-Ameraslans  to 
be  slightly  more  anxious  and  de- 
pressed than  their  whHe  eounier- 
parta,  but  th«  difference  was  not  sta- 


tistically significant 

Dr.  Robert  McKelvey.  the  study's 
co-author  and  the  head  of  the  deport- 
ment of  child  psychiatry  at  Baylor 
College  of  Medicine  In  Houston,  said 
his  Impression  remains  that  the  Alro- 
Ameraslans  were  having  a  harder 
time  In  the  United  States 

In  terms  o(  their  sell  Im.ge,  Dr. 
McKelvey  found  th.t  m.ny  of  these 
young  people  consider  themselves 
more  Vletn.me5e  then  their  .ppear- 
ance  would  suggest  But  American 
society,  whose  own  Issues  of  color 
have  never  been  resolved,  views 
them  through  Its  own  racial  prism, 
said  C.rolyn  TIsd.le.  the  director  o( 
refugee  resettlement  programs  for 
Catholic  IDiarllles  In  Memphis. 

"I  see  them  as  black,"  said  Ms. 
.  Tlsdale.  who  herself  Is  black.  "I  know 
that's  what  everyone  else  Is  going  to 
see.  Realistically,  that  Is  wh.t  they 
are  going  to  have  lo  deal  with." 

Unfortunately,  she  said,  the  Afro-. 
Ameraslans  she  has  encountered  in 
her  work  arrived  m  this  country  with 
negative  racial  stereotypes  about 
blacks.  "You  get  a  lot  of  self-hatred," 
she  said. 

Some  groups  have  tried  to  help  the 
Afro-Ameraslans  better  understand 
their  black  heritage  by  Incorporating 
lessons  or  literature  about  black  his-t 
tory  Inu)  the  school  curricula.  Sister 
Jean  Marshall  of  St  Rlias  Asian 
Center  said  her  group  hoped  lo  enlist 
the  aid  ol  black  military  veterans  and 
others  to  serve  as  mentors,  to  help 
bolster  their  fragile  self-confidence. 
"Their  sell-esteem  Is  so  low,"  she 
said.  "Getting  them  to  realise  they 
can  make  It  Is  very  hard." 

Ma.  Tlsdale  and  several  others  In 
refugee  work  said  they  thought  that 
not  enough  black  Americans  have 
reached  out  to  the  Afro-Ameraslan 
youths.  Part  ol  the  problem,  some 
said  was  that  the  resettlement  agen- 
des'themselves  had  not  done  a  good 
enough  lob  of  reaching  out  to  blacks. 
A  little  more  than  two  years  after 
arriving  here,  Lee  and  his  sister  Lin- 
da M  seem  to  be  adlusllng  well  He 
Is  in  lOth  grade  and  talks  about  going 
to  college.  Llnd.  unschooled  In  Vlet- 
n.m  is  enrolled  In  English  .s  a  Sec- 
ond  Unguage  classes  at  St  Rita's. 
She  says  she  wants  lo  be  a  model. 

Part  of  the  reason  for  their  rela- 
tively smooth  adlusiment  lies  in  the 
efforts  of  their  mother,  who  hired  a 
tutor  for  her  children  after  Lee  was 
beaten  In  school  in  Saigon. 
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STATEMENT  BY  JAMES  W,  WOODARD 

TO 

THE  HOUSE  VETERANS  AFFAIRS  SUBCOMMITTEE  ON 
OVERSIGHT  AND  INVESTIGATIONS 

SEPTEMBER  15,  1993 
THE  ROLE  OF  THE  MILITARY  IN  US  FOREIGN  POLICY 


Mr.  Chairman, 

Members  of  the  Committee.   I  appreciate  this  opporutunity  to 
share  my  views  on  the  role  of  the  military  in  U.S.  Foreign  Policy. 

My  brief  statement  will  address  three  areas  of  concern: 

1.  The  Role  of  African  Americans  and  other  minorities  in 
helping  to  formulate  foreign  policy; 

2.  The  use  of  military  force  in  the  conduct  of  foreign 
policy; 

3.  A  change  in  the  focus  of  foreign  policy  considerations. 

My  remarks,  as  an  African-American  Vietnam  veteran,  are 
tempered  by  my  knowledge  of  the  scornful  attitudes  that 
governmental  policy  makers  have  historically  exhibited  toward 
Black  Americans  who  express  opinions  about  US  Foreign  Policy. 

From  my  studies,  I  remember  the  treatment  of  W.E.  B.  DuBois 
and  Paul  Robeson.   I  witnessed  first-hand  what  happened  to  Malcolm 
Shabazz  when  he  sought  to  internationalize  the  unjust  plight  of 
African-Americans  and  I  was  traumatized  by  the  assasination  of  Dr. 
Martin  Luther  King,  Jr.  after  he  began  criticizing  American 
involvement  in  Vietnam.  I  vividly  remember  sitting  and  staring  at 
the  South  China  Sea  wondering  what  was  I  doing  in  Vietnam 
supposedly  making  the  world  safe  for  democracy  while  my  own 
country,  which  sent  me  there,  was  unsafe  for  the  apostle  of  peace. 

President  Jimmy  Carter  set  a  precedent  by  choosing 
Congressman  Andrew  Young  for  the  highly  visible  (and  under  Young, 
controversial)  position  of  U.S.  Ambassador  to  the  United  Nations. 
His  tenure,  however  was  short  lived  for  doing  publicly  (talking  to 

the  Palestine  Liberation  Organization)  what  recent  events  confirm 
Israel  was  doing  in  private  all  of  these  years  while  they  and  the 
United  States  government  refused  to  recognized  the  legitimacy  of 
the  PLO. 

It  seems  conceivable  that  had  Ambassador  Young  been  allowewd 
to  continue  his  efforts,  he  may  have  followed  in  the  footsteps  of 
a  seldom  discussed  African  American  foreign  policy  virtuoso.   Dr. 
Ralph  Johnson  Bunche,  who  while  Under-Secretary  of  the  United 
Nations,  was  awarded  the  Nobel  Peace  Prize  for  mediating  the  first 
Arab-Israeli  conflict.   It  was  his  example  that  influenced  me  to 
attend  the  Fletcher  School  of  Law  and  Diplomacy  as  a  Martin  Luther 
King  Fellow. 
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Secrecy  in  Diplomacy  is  essential  for  trust  among  nations. 
However,  as  often  as  is  plausible,  our  government  should  operate 
in  the  sunshine. 

There  needs  to  be  a  continuing  substantive  role  for  African- 
Americans  and  other  minorities  in  the  conduct  of  foreign  policy. 
I  implore  you  to  use  your  positions  to  facilitate  that 
participation. 

I  am  aware  that  foreign  policy  is  primarily  the  domain  of 
the  Executive  Branch  and  that  the  Seante  is  the  deliberative 
legislative  body  in  such  matters  through  its  advise  and  consent 
role.   However,  just  ask  Defense  Secretary  Les  Aspin  whether  or 
not  presidents  and  cabinet  secretarys  listen  to  recommendations 
from  House  members  as  well.   Rather  than  just  fighting  and  dying 
in  wars  that  others  ordain,  give  us  a  seat  at  the  table  where 
decisions  are  made  about  whether  to  go  to  war  or  exhaust 
diplomatic  initiatives. 

The  exalted  positions  of  General  Colin  Powell  and  Secretary 
Jesse  Brown  are  commendable.   However,  they  are  anomalies.   Where 
are  the  under  secretaries  and  assistant  secretaries?  Where  are 
the  lesser  generals?  Where  are  the  ambassadors  and  national 
security  advisers? 

American  foreign  policy  based  upon  the  use  of  military  force 
to  protect  and  promote  American  big  business  interests  needs  to  be 
re-evaluated.   Our  foreign  policy  should,  instead,   promote  what 
we  espouse;  that  is,  democracy  around  the  world,  human  rights  for 
individual  citizens  of  all  countries  and  a  sense  of  community 
among  nations.   The  demise  of  the  Soviet  Union  should  have  removed 
our  4  6  year  obsession  with  preventing  the  spread  of  communism. 

For  almost  one  hundred  years,  U.S.  foreign  policy  has  been 
based  on  "Dollar  Diplomacy,"  a  term  coined  by  Philander  C.  Knox, 
President  William  Howard  Taft's  Secretary  of  State. 
John  Booth  described  dollar  diplomacy  as  "...using  U.S. 
businessmen  as  agents  of  foreign  policy  and  ...using  the 
Department  of  State  to  promote  U.S.  business  interests. " (Booth, 
'82) 

More  than  just  businesspersons  and  members  of  the  State 
Department  promoted  dollar  diplomacy  ,  however.   Marine  Major 
General  Smedley  D.  Butler  stated  in  Common  Sense  in  1935  that,  "I 
spent  thirty-three  years  and  four  months  in  active  service  as  a 
member  of  our  country's  most  agile  military  service — the  Marine 
Corps... And  during  that  period  I  spent  most  of  my  time  being  a 
highclass  muscleman  for  Big  Business,  for  Wall  Street,  and  for 
the  bankers.   In  short,  I  was  a  racketeer  for  capitalism..."  He 
continued,  "...I  helped  to  make  Mexico  ...safe  for  American  oil 
interests  in  1914.   I  helped  to  make  Haiti  and  Cuba  a  decent 
place  for  the  National  City  Bank  to  collect  revenues  in... I  helped 
purify  Nicaragua  for  the  International  banking  house  of  Brown 
Brothers  in  1909-1912.   I  brought  light  to  the  Dominican  Republic 
for  American  sugar  interests  in  1916.   I  helped  make  Honduras 
'right'  for  American  fruit  companies  in  1903 . " (Woddis,  1967). 

After  serving  as  legal  counsel  for  the  United  Fruit  Company, 
John  Foster  Dulles  became  President  Dwight  Eisenhower's  Secretary 
of  State  (President's  Eisenhower's  speech  denouncing  the 
military/industrial  complex  is  worth  reading) .   George  Shultz  left 
the  presidency  of  the  Bechtel  Corporation  to  become  President 
Ronald  Reagan's  Secretary  of  State.   Yet,  he  remained  a  director 
of  the  foremost  national  and  international  construction  company. 
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Despite  our  claims  that  we  are  not  colonialists  in  the  sense 
that  European  countries  were  (We  were  observers,  by  the  way,  at 
the  Treaty  of  Berlin  in  1885  when  Europe  carved  up  Africa) ,  we 
have  treated  and  continue  to  treat  Latin  America  as  our 
plantation.   And  we  are  considered  by  most  of  the  world's 
countries  to  be  the  quintessential  imperialistic  nation.   After 
all,  we  inhabit  eight  percent  of  the  earth's  surface;  we  have 
eight  percent  of  the  world's  population;  yet,  we  use  one  third  of 
the  earth's  resources. 

I  am  proud  of  my  military  service  but  I  am  ambivalent  about 
my  Vietnam  experience.   I  know  that  the  United  States,  England  and 
France  conspired  to  insure  a  return  of  French  control  over 
Indochina  after  Vietnamese  freedom  fighters  had  supported  allied 
efforts  during  World  War  II.   The  ARVN  captain  who  was  my 
Vietnamese  counterpart  told  me  that  despite  fighting  alongside  we 
Americans,  he  considered  Ho  Chi  Minh  to  be  the  father  of  his 
country. 

Soldiers  who  fought  in  Granada,  Panama,  Iraq/Kuwait  and  those 
now  in  Somalia  have  and  will  have  questions  about  the  legitimacy 
of  the  causes  for  which  they  were  sent  into  combat. 

The  United  States  is  the  sole  remaining  military  superpower. 
We  can  use  our  military  might  for  good.   I  think  we  should. 
However,  when  questions  are  raised  but  not  unanswered 
satisfactorily  about  whether  the  Iraq/Kuwait  war  just  an  oil  war 
to  protect  the  interests  of  big  American  oil  companies.  President 
Bush's  cabinet  members  and  national  security  advisors  as  well  as 
despots  in  Kuwait  and  Saudi  Arabia,  then  the  problem  of 
government's  credibility  becomes  serious. 

In  Duties  Bevond  Borders.  Professor  Stanley  Hoffman  quotes 
from  Thucydides,  The  Peloponnesian  War  in  which  "The  Athenians 
tell  the  Melians  that  in  international  affairs  the  strong  do  what 
they  can  and  the  weak  do  what  they  must... The  Melians  insists  on 
talking  about  right  and  justice.   The  Athenians  reply  'that 
expediency  goes  with  security,  while  justice  and  honor  cannot  be 
followed  without  danger'  and  they  conquer  and  kill  the  Melians." 
(Hoffman,  81) 

In  Hoffman's  and  Thucydides'  examples,  then,  the  United  States  may 
very  well  be  the  Athenians  while  the  smaller  countries  of  Vietnam, 
Granada,  Panama  and  Iraq  are  the  Melians.  If  such  is  true,  we  are 
the  villians. 

Academicians  who  know  our  history  and  the  reasons  for  our 
behavior  and  public  officials  who  formulate  policy  have  an 
obligation  to  educate  the  average  citizen  to  the  contradictions 
between  our  espoused  theory  of  behavior  (what  we  say)  and  the 
actual  implementation  of  our  policy  (what  we  do) . 

If  the  general  public  were  more  informed  and  if  publilc 
officials  were  more  vigilant,  soldiers,  such  as  LTC  Oliver  North 
could  not  violate  the  constitution  with  impunity  and  insult 
Congress  as  he  did  during  the  Iran/Contra  scandal  and  still 
seriously  expect  to  be  elected  to  the  United  States  Senate  from 
Virginia. 

The  Jingoism  which  our  leaders  encourage  to  foster 
nationalism  during  times  of  crises  is  too  often  misplaced.   "My 
country,  right  or  wrong"  is  not  necessarily  in  the  best  national 
security  interests  of  the  United  States.   Why  Not,  "Our  country, 
let's  make  it  right." 
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STATEMENT  OF 

DAVID  LAW,  M.D. 

ACTIHG  ASSOCIATE  DEPUTY  CHIEF  MEDICAL  DIRECTOR 

FOR  CLINICAL  PROGRAMS 

VETERANS  HEALTH  ADMINISTRATION 

BEFORE  THE 

OVERSIGHT  AND  INVESTIGATIONS  SUBCOMMITTEE 

COMMITTEE  ON  VETERANS'  AFFAIRS 

U.S.  HOUSE  OF  REPRESENTATIVES 

SEPTEMBER  15,  1993 


Mr.  Chalnnan, 

It  Is  a  pleasure  to  appear  before  the  Subconanittee  to  review  the 
Incidence  of  Post -Traumatic  Stress  Disorder  (PTSD)  in  African-American 
veterans  and  the  Department  of  Veterans  Affairs  efforts  to  respond  to  the 
needs  of  these  veterans. 

VA  has  created  a  full  range  of  programs  for  the  care  of  veterans 
suffering  from  PTSD.  including  African-Americans,  and  has  led  the  nation  and 
the  world  in  developing  the  understanding  and  treatment  of  this  disorder.   We 
recognize  that  there  are  unique  factors  affecting  African-American  veterans 
with  PTSD,  and  we  are  committed  to  providing  necessary  and  appropriate 
treatment  for  them.   Several  types  of  specialized  programs  are  tailored  for 
the  treatment  of  veterans  suffering  from  PTSD.   These  programs  are  designed  to 
provide  a  continuum  of  care  ranging  from  intensive  long-term  inpatient 
treatment  to  specialized  outpatient  care  in  VA  medical  centers,  clinics,  and 
Vet  Centers.   VA  is  expanding  these  programs  with  special  funding  from  our  FY 
1993  Appropriation  and  has  requested  additional  expansion  resources  from 
Congress  for  FY  199A. 

VA's  National  Center  for  PTSD  carries  out  a  broad  range  of 
multldisciplinary  activities  in  research,  education  and  training.   The 
National  Center,  established  in  1989.  is  a  consortium  that  currently  is 
comprised  of  six  sites.   Also,  since  198A.  VA's  PTSD  programs  and  VA's  ability 
to  provide  PTSD  care  has  been  monitored  by  the  Chief  Medical  Director's 
Special  Committee  for  PTSD.   The  Special  Committee  is  made  up  of  a 
multidisclplinary  group  of  VA  clinician  experts  on  PTSD. 

The  National  Vietnam  Veterans  Readjustment  Study  (NWRS)  completed  in 
1988  found  that  diagnosable  PTSD  in  male  Vietnam  veterans  was  15.2  percent  or 
approximately  480.000  current  cases  and  that  an  additional  11  percent,  or 
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341,000  veterans,  had  3-5  symptoms  of  PTSD.   In  addition,  50  percent  of 
Vietnam  theatre  veterans  with  PTSD  had  other  psychiatric  disorders  such  as 
depression,  substance  abuse  or  anxiety  disorders.   This  study  showed  that  20.6 
percent  of  African-American,  Vietnam  theatre  veterans  were  suffering  with  PTSD. 

VA  is  currently  tracking  the  mental  health  status  of  Persian  Gulf 
veterans  with  a  series  of  surveys  at  five  VAMCs .   These  studies  show  a  lower 
rate  of  PTSD  among  Persian  Gulf  veterans;  however,  African-American  veterans 
are  experiencing  a  slightly  higher  rate  of  PTSD  than  the  overall  Persian  Gulf 
veteran  population. 

VA  is  tracking  African-American  veterans'  utilization  of  special  PTSD  and 
Readjustment  Counseling  Programs.   The  Chief  Medical  Director's  Special 
Committee  on  PTSD  conducted  a  survey  of  inpatient  PTSD  units  in  the  spring  of 
1993  which  showed  that  approximately  19.8  percent  of  inpatients  were 
African- American.   Previous  surveys  have  shown  that  17  percent  of  veterans 
seen  in  special  outpatient  PTSD  programs  are  African-American  and  about  24 
percent  of  Vietnam  theatre  veterans  seen  in  Vet  Centers  are  African- 
American.   These  findings  are  consistent  with  VA-wide  experience.   African- 
American  veterans  account  for  approximately  20  percent  of  the  patients  treated 
in  all  VA  medical  centers.   This  is  noteworthy  given  the  fact  that  8.6  percent 
of  all  veterans  are  African-Americans  and  African-Americans  as  a  whole  account 
for  12  percent  of  the  U.S.  population.   A  study  by  VA's  Northeast  Program 
Evaluation  Center  led  by  Dr.  Robert  Rosenheck,  which  included  World  War  II  and 
Korean  era  veterans,  found  that  African-American  veterans  are  more  likely  to 
use  VA  health  care  services  even  after  influences  of  income,  receipt  of  VA 
benefits,  and  health  status  have  been  taken  into  consideration. 

We  intend  to  continue  studying  the  needs  of  African-American  veterans 
with  PTSD  to  determine  how  those  needs  can  best  be  met.   The  National  Center 
for  PTSD  is  developing  a  proposal  to  apply  the  methodologies  developed  in  the 
epidemiologic  study  of  PTSD  in  Native  American,  Native  Hawaiian  and  Asian 
Pacific  Islander  Vietnam  veterans  to  achieve  a  better  understanding  of  PTSD  in 
African-American  and  Hispanic  veterans.   The  goal  of  this  new  study  is  to 
design  more  ethnically  sensitive  and,  therefore,  better  assessment  tools, 
diagnostic  strategies,  and  treatment  approaches. 
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VA  has  also  paid  special  attention  to  the  large  numbers  of  homeless 
African-American  veterans,  in  designing  its  special  programs  for  homeless 
veterans.   African-Americans  make  up  40  percent  of  the  more  than  70,000 
homeless  veterans  treated  in  the  VA's  special  homeless  veterans  programs.   The 
problems  faced  by  African-American  homeless  veterans  are  quite  similar  to 
those  faced  by  other  homeless  veterans  although  African-Americans  are 
generally  younger  and  more  likely  to  have  problems  with  drug  abuse,  but  less 
likely  to  have  severe  psychiatric  problems. 

Since  the  early  1980s,  the  Readjustment  Counseling  Service  (RCS)  has  had 
in  place  eight  special  population  working  groups,  each  composed  of  several  Vet 
Center  staff  representatives.   Several  factors  prompted  formation  of  the 
working  groups,  including  the  need  to  improve  recruitment  and  retention  of 
staff  from  special  populations  and  the  need  to  assure  adequate  outreach  and 
counseling  services  to  these  identified  groups.   The  RCS  African-American 
Veterans  Working  Group,  has  been  in  existence  since  1983.   The  Working  Croup 
provides  educational  workshops  to  other  Vet  Center  staff,  develops  recruitment 
strategies,  and  serves  as  consultants  regarding  outreach  and  counseling 
methods  specific  to  the  needs  of  African-American  veterans.   A  meeting  of  the 
Working  Group  is  scheduled  this  week  to  facilitate  the  Working  Group's 
participation  in  the  agenda  of  the  Congressional  Black  Caucus.   In  addition  to 
the  direct  contribution  of  the  Working  Group,  many  articles  by  Vet  Center 
staff  on  African-American  veterans  have  been  featured  in  the  Vet  Center 
publication,  the  VOICE,  over  the  years.   Regarding  recruitment,  RCS  field 
staff  maintain  a  booth  at  the  national  annual  conferences  of  African-American 
social  workers  and  psychologists  to  network  with  professionals,  attend 
educational  sessions,  and  to  provide  progranmiatic  and  career  related 
information. 

The  Readjustment  Counseling  Service  Is  currently  carrying  out,  in 
collaboration  with  VA's  National  Center  for  PTSD,  a  prospective  study  on  a 
sample  of  new  Persian  Gulf  veteran  cases  being  seen  at  82  Vet  Centers.   This 
study  will  produce  valuable  data  for  assessing,  in  the  years  ahead,  the  impact 
of  wartime  duty  on  readjustment  and  other  aspects  of  psychological 
functioning.   This  is  the  first  prospective  study  on  war  veterans' 
readjustment  ever  carried  out  by  VA. 
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In  the  initial  phase  (from  October  15,  1991,  to  April  15,  1992),  the 
Persian  Gulf  veteran  survey  was  disseminated  through  82  Vet  Centers 
nationwide,  to  include  Hawaii,  Alaska,  and  Puerto  Rico.   The  overall  PTSD 
prevalence  for  this  initial  sample  was  11.5  percent.   Seventeen  percent  of  the 
veterans  represented  in  the  initial  sample  were  African-American.   Upon 
completion  of  all  three  phases  of  the  study,  data  to  be  reported  will  contain 
useful  information  regarding  PTSD  in  African- American,  Persian  Gulf  veterans. 

Since  May  1990,  RCS  has  operated  a  Vet  Center  outstation  in  Harlem 
administratively  connected  to  the  Manhattan  Vet  Center.   This  outstation 
facility  has  become  overloaded  with  increasing  demands  for  services  from  a 
predominately  minority  veteran  population  previously  underserved  by  existing 
VA  facilities.   As  a  result,  VHA  has  authorized  a  full  four-person  Vet  Center 
to  be  located  in  Harlem.   It  is  anticipated  that  this  Vet  Center  will  be  fully 
staffed  and  moved  to  a  new  community -based  site  during  the  first  half  of 
FY  9A. 

Mr.  Chairman,  we  are  proud  of  the  accomplishments  of  our  Vet  Center  and 
special  PTSD  treatment  programs  in  treating  veterans  suffering  with  PTSD.   The 
data  shows  that  African-American  veterans  utilize  these  programs  in 
proportionally  greater  numbers  than  white  veterans.   There  have  been  ongoing 
efforts  for  many  years  to  recruit  minority  professional  staff  to  work  in  these 
programs  and  to  train  all  staff  to  recognize  the  importance  of  cultural 
differences  when  treating  minority  veterans.   Dr.  Rosenheck  has  outlined 
several  initiatives  that  the  National  Center  for  PTSD  is  undertaking  to 
further  study  the  influence  of  cultural  differences  with  the  goal  of  improving 
treatment  approaches  to  African-American  veterans. 

This  concludes  my  testimony.   My  colleagues  and  I  will  be  pleased  to 
respond  to  the  Committee's  questions. 
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A.  Purpose 

This  written  statement  was  prepared  in  response  to  Representative  Lane  Evans'  letter  of 
August  16,  1993,  inviting  the  preparation  of  a  statement  for  the  record  for  a  public  hearing  on 
African-American  Veterans  and  Community:  Post-Traumatic  Stress  Disorder  (PTSD)  and  Related 
Issues  to  be  held  by  the  House  Veterans'  Affairs  Subcommittee  on  Oversight  and  Investigations. 
As  agreed  in  conversations  with  Committee  staff,  this  written  testimony  will  focus  on 
summarizing  findings  from  the  National  Vietnam  Veterans  Readjustment  Study  concerning  the 
prevalence  of  and  risk  factors  for  PTSD  among  African-American  male  veterans  of  the  Vietnam 
war.   The  NVVRS  is  a  nationally-representative,  community-based  study  of  Vietnam  veterans  that 
was  conducted  in  response  to  a  Congressional  mandate  in  Public  Law  98-160. 

B.  Background 

In  1983,  Congress  mandated  in  Public  Law  98-160  that  a  nationwide  study  be  conducted 
to  establish  "the  prevalence  and  incidence  of  post-traumatic  stress  disorder  (PTSD)  and  other 
psychological  problems  in  readjusting  to  civilian  life"  among  Vietnam  veterans.    In  September, 
1984,  based  on  a  peer-reviewed,  competitive  bid  process,  the  Veterans  Administration  awarded  a 
contract  to  conduct  the  mandated  study  to  the  Research  Triangle  Institute.    The  resulting  study, 
which  became  known  as  the  National  Viettiam  Veterans  Readjustment  Study  (NVVRS),  was 
designed  and  conducted  by  a  multidisciplinary  research  team  in  collaboration  with  a  large  number 
of  external  collaborators,  consultants,  and  colleagues.    Four  years  later,  in  November  1988,  the 
contractual  report  of  findings  from  the  NVVRS  was  submitted  to  Congress. 

Two  important  aspects  of  the  design  of  the  NVVRS  were:   (1)  that  the  sample  of  persons 
interviewed  and  assessed  for  PTSD  be  nationally  representative  of  the  population  of  Vietnam 
veterans,  and  (2)  that  the  study  sample  contain  a  sufficient  number  of  African- American  Vietnam 
veterans  to  support  estimates  of  PTSD  and  contrasts  with  other  groups  of  interest  (e.g.,  African- 
American  civilians  and  veterans  who  did  not  serve  in  the  Vietnam  theater,  veterans  of  other  races 
and  ethnicities).    To  date,  the  NVVRS  provides  the  most  comprehensive  data  base  for  examining 
the  epidemiology  of  PTSD  and  other  psychosocial  problems  and  disorders  among  those  who 
served  in  the  Vietnam  war,  including  African-American  men.    The  NVVRS  is  the  first  large 
nationally-representative  study  of  post-war  adjustment  among  African-American  men  who  served 
in  the  military  during  the  Vietnam-era. 

Another  key  distinguishing  feaUire  of  the  NVVRS  is  that  it  is  the  first  national  study  of 
African-American  male  Vietnam  veterans  to  use  a  comprehensive  multimethod  approach  to 
assessing  PTSD.    PTSD  prevalence  estimates  among  Vietnam  veterans  were  determined  using  an 
assessment  battery  consisting  of  state-of-the-art  survey  interview,  psychometric,  and  clinical 
interview  measures. 

C.  Statement 

Of  the  3.14  million  men  who  served  in  Vietnam,  Cambodia,  or  Laos  during  the  Vietnam 
war,  nearly  340,000  (10.8%)  are  African-American.    In  the  NVVRS,  we  found  that  20.6  percent 
of  African-American  male  Vietnam  veterans  met  diagnostic  criteria  for  PTSD.    By  comparison, 
NVVRS  findings  indicate  that  the  prevalence  of  current  PTSD  among  white/other  Vietnam 
veterans  was  13.7  percent. 

These  findings  mean  that  about  one  in  five  African-American  men  who  served  in  Vietnam 
met  the  full  criteria  for  current  PTSD  as  described  in  the  third  edition  of  the  American  Psychiatt-ic 
Association's  Diagnostic  and  Statistical  Manual  of  Mental  Disorders.   Thus  in  1988-the  year  the 
NVVRS  findings  were  reported  to  Congress,  and  15  or  more  years  after  completing  their  service 
in  the  Vietnam  war  zone-an  estimated  70,000  male  African- American  veterans  of  the  Vietnam 
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war  were  found  to  be  suffering  from  the  symptoms  of  this  disorder,  as  well  as  the  adverse  effects 
that  having  PTSD  imposes  on  daily  living.  In  addition,  the  prevalence  of  PTSD  was  significantly 
higher  among  Afi-ican-American  men  than  among  white/others. 

To  illustrate  how  PTSD  prevalence  rates  translate  into  individual  human  terms,  the 
following  case  example  was  drawn  from  the  sample  of  Vietnam  theater  veterans  who  participated 
in  the  NVVRS.    Identifying  characteristics  (including  intials)  have  been  modified  to  protect  the 
veteran's  identity. 

At  the  time  of  his  particpation  in  the  interview,  T.L.  was  a  38-year-old  African-American 
male  living  in  a  primarily  blue-collar,  working-class  suburb  of  a  major  city.    He  had  worked  for  a 
municipal  airport  for  nearly  15  years  and  he  had  been  married  to  his  second  wife  for  more  than 
10  years.   T.L.'s  parents  separated  when  he  was  12  years  old,  and  he  and  three  siblings  were 
raised  by  his  mother  in  an  inner-city  neighborhood  that  he  described  as  "rather  poor."   He 
indicated  that  his  relationship  with  his  mother  was  "good"  and  that  there  was  no  known  history  of 
mental  illness  in  his  family  of  origin.    Soon  after  graduating  from  high  school  in  1967,  he  enlisted 
in  the  U.S.  Marine  Corps. 

From  early  1968  to  early  1969,  T.L.  served  with  the  Marine  Corps  in  the  Republic  of 
Vietnam,  primarily  in  the  vicinity  of  the  demilitarized  zone  (DMZ)  between  North  and  South 
Vietnam.    He  reported  heavy  combat  exposure  ("daily  encounters  with  booby  traps,  a  lot  of  fire 
fights").   At  one  point  in  the  interview,  T.L.  described  his  experience  in  Vietnam  in  the  following 
way.    "It  seemed  like  every  time  1  turned  around,  someone  was  getting  shot,  or  had  a  limb  blown 
off,  or  their  guts  hanging  out.    There  was  nothing  that  you  could  do  for  them."    He  described  one 
of  many  specific  traumatic  incidents  in  these  words:  "One  time  on  a  mission,  a  land  mine 
exploded.   Three  guys  were  killed. ..blown  up.. .guys  on  the  ground,  screaming."   T.L.'s  voice 
faded  to  a  barely  audible  whisper  as  he  described  this  event  to  the  NVVRS  interviewer. 

T.L.  reported  that  severe  and  persistent  problems  in  daily  functioning  began  within  a  few 
months  of  his  return  from  Vietnam  to  the  United  States.    From  1970  to  the  time  of  the  NVVRS 
interview,  he  had  experienced  chronic  severe  symptoms  of  post-traumatic  stress  disorder,  the 
impact  of  which  he  has  attempted  to  mollify  through  alcohol  use.   He  painfully  acknowledged  the 
the  continuing  presence  of  distressing,  intrusive  memories  of  death  and  dying  in  the  combat  zone 
("Sometimes  my  thoughts  take  me  right  back  to  what  happened  to  guys  there.    I  wish  I  could 
have  helped  them").    In  a  voice  choked  with  emotion,  he  said  that  he  currently  attempts  to  avoid 
thoughts  and  reminders  of  Vietnam,  but  with  little  success.   "I  try  (to  avoid),  but  it's  hard.    In  my 
job  I  deal  with  the  public  and  it  seems  like  someone  or  something  is  always  brining  it  up."   He 
also  clearly  described  several  discrete  episodes  during  which  specific,  intrusive  traumatic 
memories  of  Vietnam  overwhelmed  his  capacity  to  cope,  precipitating  what  he  described  as 
"nervous  breakdowns."   These  episodes  were  characterized  by  overwhelming  pangs  of  guilt, 
shame,  and  despair  related  to  traumatic  war  memories,  persistent  agitation  and  sleep  disturbance, 
and  desparate  attempts  to  escape  and  avoid  these  memories  through  social  withdrawal  and  alcohol 
use.   During  at  least  one  of  these  periods  of  debilitating  PTSD  symptomatology,  T.L.  consulted 
his  family  physician,  asking  for  medication  for  his  unspecified  nervous  problem.    At  the  time  of 
the  NVVRS  interviews  T.L.  had  not  been  under  a  physician's  care  for  almost  two  years. 
Moreover,  although  at  the  time  of  the  NVVRS  interview  T.L.  was  found  to  meet  diagnostic 
criteria  for  severe  combat-related  PTSD,  he  had  never  sought  help  for  PTSD  and  associated 
symptoms  of  distress  fk>m  any  mental  health  service  provider  or  from  the  Department  of  Veterans 
Affairs. 

In  addition  to  describing  the  debilitating  nature  of  PTSD  per  se,  this  clinical  case  example 
illustrates  several  other  key  findings  from  the  NVVRS  regarding  the  post-war  adjustment  of 
veterans  with  PTSD.   One  major  finding  was  that  veterans  with  a  current  diagnosis  of  PTSD  have 
many  other  problems  as  well.    In  T.L's  case  this  was  illustrated  most  clearly  by  his  concurrent 
heavy  use  of  alcohol.    In  fact,  the  NVVRS  found  that  co-occurring  alcohol  abuse  was  extremely 
prevalent  among  Vietnam  veterans  with  PTSD.   Nearly  a  quarter  of  the  men  with  current  PTSD 
also  met  DSM-III-R  diagnostic  criteria  for  current  alcohol  abuse  or  dependence.    In  comparison, 
among  male  Vietnam  veterans  without  PTSD,  fewer  than  10%  met  criteria  for  current  alcohol 
abuse  or  dependence.   Thus,  male  Vietnam  veterans  with  a  current  diagnosis  of  PTSD  were  more 
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than  twice  as  likely  to  meet  criteria  for  current  alcohol  abuse  or  dependence  as  their  counterparts 
without  PTSD.    More  broadly,  however,  NVVRS  findings  indicate  the  Vietnam  veterans  with 
PTSD  are  much  more  likely  than  those  without  to  suffer  from  a  broad  spectrum  of  psychosocial 
and  interpersonal  deficits. 

Thus  the  NVVRS  findings  demonstrate  clearly  that  Vietnam  veterans  with  PTSD  have  a 
broad  range  of  treatment  and  service  needs.   Among  male  Vietnam  veterans  with  PTSD,  however, 
only  about  62  percent  reported  that  they  have  ever  sought  some  form  of  post-military  treatment 
for  a  mental  health  problem.    When  NVVRS  data  were  analyzed  in  terms  of  whether  male 
Vietnam  veterans  with  PTSD  were  receiving  current  help,  the  results  raised  additional  concerns 
about  unmet  need.    Three  quarters  of  those  with  current  PTSD  had  not  received  any  mental  health 
care  during  the  12-month  period  prior  to  the  interview.    T.L.'s  experience  therefore  apprears  to  be 
somewhat  typical  in  this  respect.    Although  he  received  pharmacologic  treatment  for  post-war 
emotional  difficulties  from  his  primary  care  physician  nearly  two  years  prior  to  the  NVVRS 
interview,  his  current  PTSD  symptomatology  was  not  being  treated  by  a  mental  health 
professional  or  other  provider. 

The  NVVRS  is  also  an  empirical  source  of  information  about  the  etiology  of  and  risk 
factors  for  PTSD  among  African-American  men  who  served  in  Vietnam.    Our  research  team 
examined  the  contributions  of  a  comprehensive  set  of  pre-Vietnam  exposure  characteristics,  and 
characteristics  of  the  war  experience,  to  the  prevalence  of  PTSD  among  African-American, 
Hispanic,  and  white/other  males  who  served  in  Vietnam.    Findings  of  multivariate  analyses  with  a 
set  of  over  80  preexposure  characteristics  that  might  have  rendered  a  person  more  vulnerable  to 
the  development  of  PTSD  indicated  a  relatively  small  but  nonetheless  statistically  significant  role 
for  such  characteristics,  particularly  those  related  to  the  person's  socioeconomic  status  while 
growing  up,  the  existence  of  psychiatric  symptoms  prior  to  exposure  to  war  stress,  and  reported 
abuse  during  childhood.    Additional  analyses  indicated  a  much  larger  role  for  the  characteristics  of 
the  Vietnam  war  experience—that  is,  for  what  happened  to  the  person  while  he  was  in  Vietnam. 

As  noted  above,  NVVRS  estimates  indicate  that  20.6  percent  of  African-American  males 
who  served  in  Vietnam  met  current  diagnostic  criteria  for  PTSD.    Additionally,  27.9  percent  of 
Hispanic  Vietnam  veterans  and  13.7  percent  of  white/others  were  found  to  be  current  cases  of 
PTSD.    In  an  attempt  to  understand  these  differences,  we  conducted  a  series  of  multivariate 
analyses  in  which  differences  in  PTSD  prevalence  rates  for  African-Americans,  Hispanics,  and 
white/others  were  adjusted  for  potential  predisposing/risk  factors  and  for  extent  of  exposure  to  war 
zone  stress.   First,  we  adjusted  for  |x>tential  pre-military  risk  factors  and  found  that  this 
adjustment  reduced  substantially  the  current  PTSD  prevalence  difference  between  African- 
American,  Hispanic,  and  white/other  Vietnam  veterans.   Next,  we  adjusted  for  potential 
predisposing  factors  and  for  exposure  to  war  stress,  and  the  difference  in  current  PTSD  prevalence 
between  African-American  and  white/other  Vietnam  veterans  became  essentially  insignificant. 
These  findings  lend  strong  support  to  the  belief  that  higher  PTSD  prevalence  rates  among  African- 
American  male  veterans  (compared  to  whites/others)  are  to  a  large  extent  accounted  for  by  higher 
levels  of  exposure  to  war  stress  in  Vietnam,  rather  than  by  characteristics  that  the  veterans  brought 
with  them  to  the  war. 

As  helpful  as  these  NVVRS  findings  are  with  respect  to  describing  and  explaining  the 
prevalence  of  PTSD  among  African-American  male  Vietnam  veterans,  they  provide  but  a  narrow, 
incomplete  glimpse  at  the  overall  picture.    Though  NVVRS  findings  are  consistent  with  the 
conceptualization  of  PTSD  as  a  chronic  disorder,  additional  studies  are  needed  to  establish  more 
clearly  the  course  of  combat-related  PTSD.    Also,  NVVRS  findings  concerning  treatment 
utilization  indicate  a  need  for  additional  studies  to  identify  the  factors  that  influence  treatment- 
seeking  among  those  with  PTSD,  and  of  treatment  capacity  and  utilization  within  the  DVA 
medical  center  and  vet  center  systems.   Such  information  is  critical  for  decisions  about  treatment 
supply  (i.e.,  are  there  enough  treatment  slots,  the  design  of  outreach  programs  (i.e.,  how  can 
Vietnam  veterans  with  PTSD  be  effectively  encouraged  to  seek  help),  and  the  tailoring  of  those 
programs  to  the  special  needs  of  African-Americans. 
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LAWRENCE  E.  CURRIE,  Ph.D.,  S.C. 

8869  N  70th  Street 

Post  Office  Box  23786 
MUwaukee,  Wisconsin  S3223 
September    7.     1993  (414)354-3089 

Lane  Evans,  Member  of  Congress 
Chairman,  Subcommittee  on  Oversight 

and  Investigations 
U.S.  House  of  Representatives 
Committee  On  Veterans'  Affairs 
335  Cannon  House  Office  Building 
Washington,  D.C.  20515 

Dear  Congressman  Evana : 

I  regret  that  I  will  not  be  able  to  attend  and  prepare  testimony  for 
the  House  Veterans'  Affairs  Subcommittee  on  Oversight  and 
Investigations  public  hearing  scheduled  for  September  15,  1993.  My 
current  patient  load  and  family  responsibl i t ies  has  found  me  pressed 
for  available  time  to  prepare  and  travel  to  and  from  Washington.  I 
most  certainly  appreciate  the  invitation. 

I  would  like  to  take  this  opportunity  to  share  some  feelings  about  the 
issue  of  "African-American  Veterans  and  Communi ty : Post  Traumatic 
Stress  Disorder  and  Related  Issues'  since  nearly  50%  of  my  patient 
load  is  comprised  of  combat  veterans  who  served  in  Korea,  Vietnam,  and 
Desert  Storm  as  psychologist  consultant  to  the  National  Association 
for  Black  VeteransCNABVETS) .  Recently  I  was  asked  as  a  private 
practitioner  who  works  with  veterans  to  pose  questions  related  Vet 
Center  programming  and  the  African  American  veteran  in  our 
communities.  I  framed  these  questions  as  follows: 

1.  In  a  proactive  spirit,  from  what  railitaary  and  civilian  databases 
can  the  Vet  Center  program  draw  upon  to  better  plan  services  for 
African  Americans  returning  from  military  service? 

2.  Are  there  military  recruitment,  service  and  discharge  data 
collected  in  a  reasonable  form  predictive  particular  civilian 
lifestyle  difficulties  of  African  American  veterans  available  to 
the  Vet  Center  program? 

3.  Are  Vet  Centers  across  the  nation  prepared  to  formulate  specific 
programs  of  service  to  African  American  veteran  men  and  women 
referencing  health,  mental  health,  educat ional /vocat ional ,  and 
community  1 ivingC inc luding  safety  and  housing)  issues? 

4.  In  what  form  should  the  various  Vet  Centers  make  linkages  to 
existing  health,  mental  health,  educat ional /vocat ional ,  and 
community  1 iv ingC i nc I uding  safety  and  housing)  resources  in  their 
respective  communities  already  dedicated  to  serving  these 
particular  needs  of  African  Americans? 

5.  Can  a  format  be  developed  for  the  Vet  Center  program  to  share  its 
resources  with  the  skills  of  African  American  health,  mental 
health,  educat ional /vocat ional ,  and  community  1 ivingC including 
safety  and  housing)  professionals  in  various  commmunities  across 
the  nation  to  more  effectively  address  these  particular  needs  of 
African  American  men  and  women  veterans? 

6.  Would  such  linkages  include  database  and  professional  resource 
sharing  with  state  departments  of  veterans'  affairs,  the  National 
Medical  Association,  the  Association  of  Black  Psychologist,  the 
NAACP,  and  the  Urban  LeagueCetc . ) in  a  Vet  Centers  local 
community? 

If  I  could  testify,  these  questions  would  certainly  be  on  my  mind.  In 
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^H  tinn   T  believe  the  issue  of  Post-traumatic  Stress  Disorder (PTSD) 
enveloping  issues:  ^ Ineffective  treatment  progr     s       increasing 


American  veterans. 


I  hope  that  you  find  this  communication  helpful  in  some  way  as  you 
conduct  the  public  hearing  on  September  15,  1993. 

Thank  you  for  your  consideration. 


Sincerely, 


iwrence  E.  Currie,  Ph.D. 
Licensed  Psychologist 
Listed,  National  Register  of  Health 

Service  Providers  in  Psychology 
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U.  S.  House  of  Representatives 
Committee  on  Veterans'  Affairs 
338  Cannon  House  Office  Building 
Washington,  D.  C.   20515 

September  3,  1993 


This  statement  is  a  summary  of  some  of  the  issues  I  see  pertaining 
to  African  American  Veterans  and  Community:   Post  Traumatic  Stress 
Disorder  and  Related  Issues.   I  regret  that  I  am  unable  to  give  a 
personal  testimony  at  the  hearing  on  Wednesday,  September  15,  1993. 
However,  I  am  very  interested  in  issues  concerning  African  American 
veterans  and  I  have  advocated  for  special  outreach  efforts  to  African 
American  Veterans. 

I  am  submitting  a  copy  of  my  paper,  "Clinical  issues  in  a  black  veterans 
group"  as  my  written  testimony.   This  paper  will  demonstrate  my  intensive 
outreach  effort  to  black  veterans  at  the  Veterans  Outreach  Center  in 
Richmond,  Virginia.   The  presence  of  a  black  veteran  group  has  been  a 
significant  outreach  effort  to  the  black  veteran  population.   This 
group  has  been  very  successful  and  effective  as  a  way  to  connect  with 
the  African  American  population.   The  black  veteran  group  has  been 
an  ongoing  treatment  option  for  approximately  five  years.   Hence,  the 
black  veteran  group  has  served  as  both  an  outreach  method  and  treatment 
option  for  African  American  veterans.   The  presence  of  the  black  veteran 
group  has  helped  the  staff  and  other  veterans  to  become  more  sensitive 
and  aware  of  issues  related  to  the  African  American  veterans.   The  success 
of  the  group  has  promoted  more  positive  feelings  in  the  African  American 
community  about  the  Veterans  Outreach  Center's  genuine  interest  in  providing 
services  to  African  American  veterans. 
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GLORIA  REID,  L.C.S.W. 

Licensed  Clinical  Social  Worker 


114 


Clinical  issues  in  a 
black  veterans  group 

Here's  an  article  detailing  one  Vet  Center's  history  working  with  black 
combat  veterans,  including  the  resulting  treatment  perspective 

by  Gloria  Reid 


STATEMENT  FROM  THE  TEAM  LEADER 

/  encourage  all  Vei  Center  sia/f  members  lo  seriously 
consider  ihe  informaiion  in  ihe  following  arucle. 
I  strongly  support  a  proactive  look  at  your  center  s 
environment  from  a  multicultural  perspective. 
Our  center  made  many  efforts  to  counter  retention 
problems  with  black  veterans.  Our  efforts  did  not  work 
until  we.  as  a  team,  looked  at  and  struggled  with  issues 
related  to  our  own  cultural  diversity.  I  take  great  pride 
in  our  team's  dedication  to  improving  our  center  by 
improving  ourselves  as  a  Itam.  The  bottom  line: 
retention  of  black  veterans  in  treatment  has  nearly 
tripled  since  we  began  this  journey. 

—Daniel  Doyle,  Ph.D. 

This  article  will  focus  on  my  clinical  ciperi- 
encc  and  feelings  as  a  black,  female,  non- 
veteran  counselor  in  a  black  veterans 
combat  group  in  a  predominantly  white 
agency  in  a  southern,  conservative  city. 
In  spite  of  some  of  the  obstacles  m  such  a 
setting.  1  have  found  it  e*citing  and  challenging  UJ  work 
with  this  special  group— black  veterans.    However. 
I  will  auempi  \o  give  both  histoncal  and  ucaimeni 
perspectives  about  issues  leading  ui  the  establishment 
of  a  black  veterans  counseling  group. 

1  would  like  to  note  that  this  arucle  describes  a 
working  process  in  a  Vet  Center  over  a  period  of  four 
years.  The  article  is  not  a  criticism  of  any  Vet  Center  or 


Readjusunent  Counseling  Service.  This  is  ihc  experi- 
ence of  the  siiilf  and  veterans  ol  one  Vet  Ccnicr  whitli 
had  problems  communitaung  ami  undcrsunding  rati.i 
issues.  This  Vet  Center  chose  to  confrom  ihis  seasiiiv 
issue  as  a  staff  and  then  lo  convey  what  ihey  Icamea  u 
veterans.  This  process  involved  a  stable  .sulf  wluth  li 
been  employed  widi  the  Vet  Center  from  sii  to  ten 
years.  A  black  veuaans  group  and  a  mulucullural 
veterans  group  have  evolved  from  lour  years  ol  ellon 
to  establish  a  multicultural  environmenL 

Staff  at  the  Richmond,  Virginia,  Vet  Ccnicr  is 
comprised  of  a  white  Ph.D.  psychologist  who  is  a 
former  combat  soldier  and  officer,  a  whiu:,  Vicmam. 
noncombat  veteran;  a  black  non-vctcran  female 
counselor,  a  black  office  manager,  and  social  work  an 
psychology  interns.  The  Vet  Center  client  populaiion 
was  predominanUy  whiu:  and  blue-collar  bclorc 
begiiming  this  program. 

This  Vet  Cenu:r  acknowledged  the  need  for  more 
aggressive  outreach  to  black  veterans.  However,  the 
catalyst  that  moved  the  agency  toward  review  uf  its 
approach  \o  black  vcuaans  was  a  complaint  from  a 
black  veteran  client  in  January  1987.  The  client  voice 
his  cjMicems  u>  the  Vet  Cenuir,  local  chapuir  of  the 
NAACP  and  our  regional  manager.  Specifically  the 
veteran  who  wrote  die  letter  had  concerns  about 
displaying  posters  and  banners  that,  u)  him.  glorified 
was  and  symbolized  racism,  furdicr  amplifying  his 
perception  of  an  inapproptiaie  atmosphere  in  the  Vet 
Center.  This  veteran  also  had  support  from  another 
vcuran  who  had  a  negauve  experience  with  the  Vci 
Center.  The  two  veuaans  and  die  author  also  qucs- 
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uoned  the  validiiy  of  using  ihe  lenn  "gook"  in  ihe 
cenier  u  a  way  (o  piucess  Vietnam  issues  since  ii 
uidicaied  racial  insensidvity.  The  two  veteians 
demanded  Ihe  Vet  Cenier  increase  its  effon  lo  change 
us  oeauneni  approach  with  black  veterans  and  lo 
encourage  more  sensitivity  toward  the  issues  of  African 
American  veterans. 

Here  IS  a  summary  of  the  Richmond  Vet 
Cemcr's  experience  wuh  black  veterans 
and  staff.    Prior  to  complaints  from 
veterans,  the  staff  had  made  ihe  foUowing 
observations:  1)  the  intake  for  bl^k 
veterans  was  tow,  2)  black  veterans  did 
not  remain  as  tong  in  individual/group  therapy.  3)  the 
racial  composition  of  the  counseling  group  usually 
shifted  whenever  black  veterans  brought  up  the  issue  of 
racism— white  veterans  would  leave  ihe  group  feeling 
uncomfortable  with,  discussion  of  racism  and  tending  lo 
deny  racism  in  Vietnam.  Black  veusans  would  become 
alienated,  expericneing  the  discomfort  of  white  veterans 
when  the  black  veterans  wanted  lo  process  the  impact 
of  racism  experienced  in  Vietnam.  As  a  result,  the 
groups  composition  would  become  either  predomi- 
nantly white  or  all  black,  4)  black  and  while  veterans 
did  not  have  a  friendly  relationship  and  black  veterans 
did  not  panicipaie  regularly  in  agency  acuviues 
(picnka.  open  houses)  and,  5)  staff  members  struggled 
wiih  personal  racial  issues. 

Early  response  to  black  veterans'  complaints  look  ihe 
following  form:  I)  several  atuunpts  were  made  u> 
establish  a  multicultural  group,  2)  staff  members 
debated  on  how  to  engage  black  veuaans  in  the  group 
counseling  process,  3)  staff  members  realized  ihey  had 
10  deal  with  their  own  racial  issues  before  making  any 
attempt  10  establish  a  multicultural  or  black  combat 
group,  4)  Vet  Center  staff  saw  a  need  to  process  racial 
issues  in  a  predominanUy  while  group  bcfocts  black  and 
while  veterans  could  panicipaie  in  a  multicultural 
group,  5)  the  author  recommended  a  black  combat 
group  afua-  several  clinical  mcctmgs  about  the  most 
appropriate  way  to  outreach  black  veuaans.  This 
recommendation  was  based  on  the  observation  that  too 
many  unresolved  racial  issues  cxisua]  between  black 
and  whiu;  veterans.  As  a  result  of  the  iccommcndaiion 
10  establish  a  black  veterans  combat  group,  some  white 
veterans  in  the  agency  opposed  the  idea,  feeling  that 
black  veterans  were  receiving  special  attention.  Also, 
ihc  team  leader  was  experiencing  some  anxiety  and 
pressure  from  white  veterans.  He  did  not  want  to  jeop- 
ardize his  professional  relationship  as  a  therapist  and 
leader.  Hence.  I  was  experiencing  some  conflia  in 
terms  of  my  role  as  therapist,  an  advocate  for  clients 
and  an  employee  for  ihe  agency,  6)  staff  recognized  ihc 
need  for  intervention  by  regional  management  and 
consultants  who  specialized  in  multiculuiral  issues. 
Throe  events  took  place:  I )  a  consultant  was  hired 
icmporanly  to  give  direct  service  to  clients  and  staff, 
2)  a  community  advisory  panel  consisting  of  staff, 


consultants  and  black  veuaans  was  established  by  the 
Vet  Cenier  and,  3)  consultants  and  regional  managers 
met  with  our  staff  and  black  veterans  u>  discuss  black 
veterans'  issues  and  help  staff  idenufy  racial  issues 
while  developing  a  plan  of  action  to  recufy  deficiencies 
By  summer  1987  a  mulucultural  group  met  on  a  tnal 
basis  for  one  cycle,  faciliiated  by  a  white  and  a  black 
iherapisL  Meanwhile,  attempts  were  bemg  made  to 
increase  black  veterans'  parucipauon  in  the  predomi- 
nanUy white  group.  The  group  already  had  two  black 
veterans  and  several  white  veuaans.  However  it  was 
difTicult  to  recruit  odier  black  veuaans  for  ihis  core 
group.  The  Vet  Center  was  unable  lo  establish  anodier 
mulucultural  group.  Co-faciUtaion  of  die  last  multicul- 
tural group  were  not  available  for  another  cycle.  Also 
ihere  were  still  some  racial  issues  diat  seemed  to  be  a 
hindrance  to  conducting  anodier  muliiculuiral  group 
Hence,  it  was  ihe  Vet  Cenier's  decision  to  stan  a  black 
veterans  psychotherapy  group  and  to  increase  outreach 
efforts  lo  black  veterans. 

WHY  A  BLACK  VETERANS  COMBAT 
GROUP? 

When  we  look  at  the  meaning  of  the  group  experience 
and  the  significance  of  a  veterans  combat  group,  we 
find  group  expcnence  provides  people  who  share 
similar  issues  widi  an  opportunity  uj  look  at  maladap- 
uve  behavior,  developing  ways  U)  restore  functioning  m 
an  optimal  level.  This  experience  gives  people  the 
opponumty  to  express  feelings  in  inuaacuon  with 
others.  Group  members  may  improve  and  develop 
interpersonal  skills  needed  for  daily  living. 

According  to  J.  Michael  Jelinck.  "The  Vietnam 
veuaan's  therapy  group  is  a  peer  group.  It  is  a 
supportive  dierapeutk:  milieu  where  the  individual  can 
pnacnt.  explore,  test  and  resolve  the  emouonal  and 
cogniUvc  after  effects  ihat  stem  from  iraumauc  warume 
experience"' 

Vietnam  veterans  look  at  conflicts  from  the  pcrspec- 
uve  of  dieir  experience  which  may  unpair  funcuonmg 
at  all  levels.  A  group  experience  helps  diem  deal  with 
guilt  and  shame. * 

WHAT'S  DIFFERENT  ABOUT  BLACK 
VIETNAM  VETERANS? 

Black  Vietnam  veuaans  have  die  same  conflicts  about 
traumatic  experiences  as  Uieir  peers.  However,  black 
vcicrans  also  have  racism  which  is  an  clement  whiu: 
veuirans  didn't  have  lo  contend  widi  in  Vicuiam  or  at 
home.  According  to  Erwin  Parson,  The  readjusunent 
problems  of  black  Vicuiam  veterans  is  a  inpaniu:  adap- 
tation dilemma."'' 

Further,  Parson  staled  that  the  readjusunent  struggle 
of  black  veuaans  can  be  assessed  by  menial  health 
professionals  in  dirce  areas  which  compose  die  tnpartitc 
adapiational  dilemma. 

continu« 
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Parson  listed  Die 
following  anas: 
"1)  surviving  Uie  potentul 
fragmenting  'tug  of  war'  of 
an  acquued  dual  ideniiiy: 
being  boUi  A/rican  by 
heniage  and  white 
American  by  sociopsycho- 
logic  condiiionuig  (the 
bicuitural  identity  or  bicul- 
uiral/culuiral  ego  facior). 
2)  surviving  as  a  member 
of  a  lunship  of  men  and 
women  who  are  despised 
and  discnminaied  against 
by  American  society  for 
being  descendants  of 
African  American  slaves — 
the  tacialismA'acism  factor 
and,  3)  surviving  Vietnam 
combat  trauma  and 
reacung  to  it — the  residual  stress  factor. 

In  support  of  the  'Triple  Survivor  Theory,"  Parson 
has  indicated  if  the  therapist  is  not  black  he  or  she  must 
acquire  knowledge  of  black  culture  in  order  to  be 
effective.  Non-veterans  must  have  some  understanding 
of  Vietnam  trauma.  Parson  suggests  the  therapist  must 
have  "iransracial  competency  and  transexpcncntial 
competency"  in  working  with  black  veterans. 

The  therapist  also  must  have  an  understanding  of 
other  readjustment  problems  such  as  psychic,  social, 
vocational  and  academic  funciionmg.^ 

THE  BLACK  CROUP 

The  structure  of  our  black  veterans  group  followed 
Yalom's  model  as  much  as  possible."  The  purpose  of 
the  combat  group  was  to  help  black  veterans  deal  with 
Vietnam  trauma  issues,  racism  and  factors  affecting 
social,  psychological  and  vocational  functioning.  The 
presence  of  this  group  refuted  the  myth  thai  black 
veterans  could  not  benefit  from  group  therapy.  Black 
veterans  had  the  opponunity  to  develop  trust  m  die 
group  process  and  talk  about  feelings  related  to  anger, 
shame,  rejection  and  disappoinimenL 

The  core  group  consisted  of  clients  who  were  in  indi- 
vidual psychotherapy.  Some  had  shon-ieim  involve- 
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clients  and  often  had  been 
a  co-group  leader  in  Uic 
predominaniiy  white 
groups  which  occasionall\ 
included  black  veterans. 
The  sessions  siancd  as 
an  open  group  with  a  nine 
week  cycle.  Croup  rules 
forbade  verbal  or  physical 
abuse  and  required 
adherence  to  eonfiden- 
uaJity,  a  significant  issue 
for  black  veterans. 
Initully,  it  was  difficult  tc 
develop  group  cohesive- 
ncss  because  of  sporadic 
attendance.  Even  though 
some  of  the  men  knew 
each  other  informally 
through  the  agency,  grauf 
members  seemed  to  need 
an  enormous  amount  of  time  before  they  could  disclos 
information  about  diemselves,  developing  trust  and 
confronting  one  another. ' 

Contrary  to  what  one  might  expect,  I  was  not 
discouraged  by  a  slow  response  from  vctcrjns  because 
most  of  these  men  never  esublishcd  close  rclaiionship 
or  bonded  with  other  men  in  their  lives.  Instead,  they 
experienced  isobtion  and  fear  of  sharing  feelings, 
developing  major  interpersonal  problems.  Also,  I  anU' 
ipated  some  therapeutic  tesung  by  clients  because  they 
perceived  rejection  by  the  system.  As  a  full-time  stall 
member,  I  often  extended  myself  by  making  contact 
with  group  members  via  telephone  and  written  corre- 
spondence expressing  sincere  interest  in  their  where- 
abouts when  diey  were  absent  from  die  group.  From 
the  beginning  it  was  clear  dut  die  group  must  have  an 
open  door  policy.  It  would  be  anii-Uicrapcuuc  to  have 
closed  group  policy  with  block  veterans  for  several 
reasons.  Primarily  these  veterans  were  expecting  die 
agency  to  use  rigid  group  rules  to  keep  ihctn  out  of  the 
process.  Therefore,  group  leaders  had  to  be  flexible 
about  group  membership.  The  group  jelled  after  four 
months. 

During  the  first  cycle  die  group  members'  focus 
centered  around  pent  up  emotions  related  to  racism  in 
ment  in  die  piedominandy  white  group.  A  few  men  had    Vietnam,  in  die  workplace  and  odicr  areas.  The  group 
a  long  history  with  die  agency  but  were  not  involved         appeared  to  be  more  comfonabic  talking  about  non- 
actively  in  psychotherapy.  The  core  group  consisted  of     threatening  issues  which  avoided  discussing  feelings. 


seven  men  widi  an  array  of  problems. 

The  group  initially  was  co-led  by  myself — a  non- 
veteran  black  female — and  a  black  Vieuiam  en  veteran 
and  social  worker  from  die  spinal  cord  unit  at  die  local 
Depanmeni  of  Veieians  Affairs  medical  center.  The 
group  accepted  my  non-veteran  status:  most  group 
members  had  some  knowledge  of  my  expenence  with 
veterans  as  well  as  my  role  as  an  advocate  for  die  black 
veteran  group. 

Also,  I  had  several  gitMip  members  as  individual 


However,  it  was  significant  dut  black  veterans  had  a 
safe  place  in  the  Vet  Center  to  talk  about  racial  issues. 
Gradually  the  group  focused  on  other  themes  such  as 
frustration  widi  jobs,  inability  to  conuol  anger, 
substance  abuse,  losses  in  Vietnam,  problems  widi 
intimacy,  and  lack  of  support  for  posttraumatic  sucss 
disorder  disability  claims.  An  increased  comfort  level 
could  be  observed  in  terms  of  interaction  among  grour 
members  as  diey  developed  a  greater  level  of  trust  in 
confronung  one  another,  occasionally  challenging 
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graup  leaden'  ability  lo  iclaie  to  Uieir  usucs  (for 
example,  my  bemg  female  and  a  non-veieran). 

Meanwhile  there  was  leoaon  building  in  the  Vet 
Cenief  about  the  presence  of  a  black  veterans  group. 
I  seemed  lo  be  serving  as  an  advocate  for  the  black 
voeians  group  rather  than  an  advocate  for  the  staff. 
While  veteians  began  lo  raise  questions  about  whether 
black  veterans  were  receiving  special  treatment.  I 
wondered  why  white  veterans  didn't  suddenly  question 
the  absence  of  black  veterans  in  the  ail-whtte  group. 
White  veterans  wanted  to  know  why  so  much  aiienuon 
was  given  to  black  veterans  who  were  receiving  the 
same  services.  This  issue  caused  the  surfacing  of  some 
tension  among  staff.  As  I  advocated  strongly  for  the 
black  group,  there  was  some  parallel  discussion  by  the 
team  leader  about  integrating  the  groups. 

The  issue  was  brought  to  a  head  by  a  racist  outburst 
insugated  by  an  intoxicated  white  veteran  on  the 
evening  scheduled  for  all  regular  group  therapy 
mceungs.  The  white  veteran  was  displacing  ang^  on 
tttt  agency  because  of  an  incident  with  a  black  female 
clerk  at  the  VA  medical  center.  He  uttered  racial  slurs 
about  black  women  and  blacks  in  general.  He  also  was 
inappropriate  in  his  interaction  with  a  white  female 
psychology  uiiem  and  harassed  the  only  black  veteran 
in  his  treatment  group  which  resulted  in  the  black 
veteran  leaving  to  join  the  black  group. 

The  team  Icailcr's  intervention  resulted  in  some 
violent  acting  out,  with  the  drunk  white  veteran 
throwing  several  chairs  and  manhandling  the  team 
leader.  With  the  support  of  staff,  the  team  leader 
decided  the  white  veteran  would  be  asked  to  complete 
an  alcohol  treatment  program  before  he  would  be 
allowed  to  rejoin  the  group.  He  also  was  asked  to  make 
on  apology  to  staff,  veterans  and  volunteers.  The  team 
leader  sent  an  official  written  response  w  all  veteran 
clients  rcgardmg  his  actions.  The  leuer  slated  two 
major  requirements,  an  apology  from  the  veteran  and 
alcohol  ircaimcni  within  a  specified  timeframe.  The 
team  leader'i  action  divided  white  veterans. 

A  core  group  of  white  veterans,  who  had  been  clients 
for  years,  left  the  Vet  Center  in  proiesL  They  decided 
to  establish  their  own  informal  group  at  a  Gold  Star 
Mother's  home. 

Black  veterans  were  satisfied  with  the  action 
implemented  by  the  Vet  Center  regarding 
ihe  racial  incident.  Their  stance  was  ttiat 
they  wouldn't  tolerate  any  physical 
confrontation,  and  the  group  focused 
atienuon  on  racism  in  itie  system.  For 
example,  they  wondered  how  the  Vet  Center  would 
manage  an  acting-out  black  veteran  in  a  similar 
siuiauon.  Would  a  black  veteran  be  given  the  same 
chance  for  treaunent  and  be  allowed  to  return  for 
services?  Black  veu»ans  didn't  pereeive  the  team 
leader's  response  to  this  incident  any  different  than 
what  happens  in  society.  Society  has  always  had  two 
sets  of  rules,  reiterating  a  feeling  of  inequality  in  the 


system.  It  seemed  to  them  that  the  system  was  justi- 
fying a  white  veteran's  behavior. 

Group  leatlers  worked  hard  with  group  members  to 
work  through  clients'  anger.  During  subsequent 
meetmgs,  group  cohesiveness  increased  aiKl  black 
veterans  seemed  determmed  u)  establish  their  place  in 
the  Vet  Center.  One  could  sense  a  proiecuve  bond  was 
forming  among  die  black  veterans.  Black  veteians 
parucipaied  for  the  first  time  m  a  Vet  Center  ^uvity 
(picnic)  a  month  after  the  incident  This  event  was 
Significant  sirtce  black  veterans  did  not  usually  partici- 
pate in  open  house  programs,  picnics  or  other  Vet 
Center  funcuons. 

As  the  group  moved  to  the  second  group 
cycle,  1  sull  had  to  make  telephone 
contacts  and  send  correspondence  to 
remind  black  veterans  to  return  to  group. 
A  white  psychology  intern  was  inter- 
viewed as  a  possible  co-facilitator  and 
group  membership  was  growing  gradually.  The  possible 
introducuon  of  a  white  co-leader  meant  I  had  to  contend 
with  counter-transference  issues.  I  had  some  anxiety 
about  this  major  change  because  the  veterans  group  was 
my  "baby."  I  had  struggled  so  hard  to  keep  these  men 
together — it  had  been  only  two  or  three  monUis  since 
the  racial  incident — 1  didn't  want  to  risk  disrupung  the 
group  process.  The  muoduction  of  a  white  intern  to 
replace  the  departing  black  co-leader  was  proposed  by 
the  team  leader.  This  generated  some  suspicion:  Was 
the  white  psychology  mtem  going  to  be  there  to  repon 
on  group  activities  for  the  Vet  Center?;  Was  this  a 
subtle  way  to  sabotage  the  group?:  Could  the  intern  deal 
with  the  intensity  of  the  group  and  the  discussion  of 
racism?:  Would  the  group  have  ui  control  what  it  said  in 
Ihe  presence  of  the  white  intern? 

The  staff  pioccssctf  these  issues  together  and  took  the 
proposed  changes  U}  the  group.  We  decided  to  empower 
the  group  to  make  some  decisions  about  the  group's 
direction.  Black  veterans  decided  the  white  intern 
would  be  given  a  trial  run  as  a  co-gnjup  leader. 
However,  they  did  not  want  to  feel  inhibited  by  the 
presence  of  the  new  co-leader.  They  wanted  continua- 
uon  of  openness,  no  violauon  of  confidentiality,  and 
sensitivity  to  their  cultural  differences.  Hence,  the 
black  veterans  group  had  a  white  co-leader  for  the  first 
ume.  The  black  male  co-leader  left  the  group  a  few 
months  later  and  the  group  seemed  to  make  a  gtxxl 
odjusunent  to  all  major  changes. 

However,  shortly  after  the  white  psychology  intern 
became  co-leader,  and  about  three  weeks  pnor  to 
ending  the  group  cycle,  the  team  leader  approached  the 
group  again  about  starting  a  multicultural  group.  He 
suggested  the  transfer  of  some  of  the  older  group 
members  to  the  predominantly  white  group.  Group 
members  expenenced  some  anxiety  about  this  proposed 
change.  Another  major  change  cxcurred  when  the  block 
mole  co-leader  made  his  announcement  about  leaving 
the  group.  Although  the  team  leader  stressed  that  a 
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biack.  veieians  group  would  cominue  lo  be  pan  of  the 
Vet  Center  program,  ihis  did  not  alleviate  the  tension 
that  wai  building  in  the  black  veterans  group.  The 
group  had  accepted  a  new  co-leader  but  was  feeling 
unsettled  abotit  members  bcmg  transferred  to  a  multi- 
cultural group  at  the  end  of  the  cycle. 

Following  the  Chrisunas  break,  it  became  evident 
ihai  the  group  was  havmg  difnculiy  starting  its  new 
cycle.  Several  members  were  upenencing  faimly  and 
substance  abuse  problems,  and  it  was  almost  the  middle 
of  the  cycle  before  the  veterans  were  able  to  start 
working  again  as  a  group.  By  this  time  1  had  observed 
closely  my  role  in  the  group  process.  I  had  expended  a 
great  deal  of  energy  to  reach  out  U3  veterans,  holding 
ihcu-  inuuesi  and,  for  the  Atst  umc.  I  confronted  group 
members  about  unstable  attendance  patterns  and  indi- 
viduals' inability  to  follow  through  with  commitment  to 
ihe  group.  It  occurred  to  me  that  the  group  experience 
was  feeUng  like  a  parent-child  relationship.  After 
exploring  how  members  related  to  significant  others  in 
their  personal  relationships,  I  informed  the  group  that 
ihcy  would  be  given  responsibility  for  contacting 
absentee  members.  1  further  stated  that  I  would  relin- 
quish my  role  as  "Mother,"  giving  them  responsibility 
for  maintaining  the  group. 

CONCLUSION 

The  black  veterans  combat  group  has  been  an  integral 
pan  of  the  Vet  Center  for  four  years  after  dealing  with 
many  changes  including  confroniauon  of  the  above 
issues.  It  has  been  my  continuous  obscrvauon  that  this 
group  has  the  strong  ability  U)  adapt  u>  changes,  any  one 
of  which  might  have  meant  the  dcstrucuon  of  the  group 
in  my  prior  experience.  The  membership  of  the  black 
combat  group  changed  after  four  years.  Some  of  the 
core  members  chose  ui  participate  in  a  multicultural 
group.  The  u:am  leader  started  a  multicultural  group 
after  observing  more  positive  interaction  among  all 
veterans.  However,  the  black  combat  group  has 
continued  to  be  a  significani  pan  of  our  Vet  Center  as  a 
way  to  outreach  black  veterans  and  to  engage  them 
more  readily  in  therapy.  I  cominue  to  be  proud  of  the 
significant  growth  made  by  group  members  in  spite  of 
obstacles. 

Finally,  it  has  been  encouraging  la  wiuicss  the 
openness  of  the  team  leader  and  Vet  Center  staff  to  my 
confroniaiion  of  Vet  Cctucr  culuiral  issues.  Being  the 
only  black  professional  on  siaff  made  this  a  struggle  at 
times,  but  Ihe  growUt  and  strength  of  die  black  vcu:rans 
group  have  made  it  a  worthwhile  struggle. 

RECOMMENDATIONS 

Based  on  my  work  with  our  black  combat  veterans 
group,  I  recommend  dial  mcnuU  hcaldi  professionals  be 
sensitive  to  die  following  issues:  I )  black  veterans  work 
best  with  an  open  door  policy — a  closed  group  seems 
100  rigid  and  can  be  viewed  by  diis  client  populauon  as 
rcjccuon.  2)  therapists  must  u!>c  more  energy  for 
outreach  to  these  clients  dian  is  typical  with  other  popu- 


lations. 3)  more  effon  seems  necessary  to  help  bbck 
veterans  use  die  group  as  a  support  system.  4)  Uierapisis 
need  to  learn  the  veterans'  language  and  not  assume 
diat  being  of  die  same  culture  wUI  enable  them  to  be 
effective,  5)  group  leaders  must  understand  die  signifi- 
cance of  members  dropping  m  and  out  of  group  as  a 
control  issue  among  black  veterans.  6)  group  leaders 
must  empower  black  veterans  U)  deal  widi  issues  and 
assign  diem  responsibility  for  change  in  the  group 
process.  7)  along  with  die  last  suggcsuon.  it  is 
important  diat  group  leaders  know  when  it  is  safe  to 
make  black  veterans  accountable  in  die  group  process 
(e.g.,  group  leaders  must  csublish  client  boundancs  and 
be  aware  of  leaders'  roles  in  die  group  process)  and. 
8)  seek  support  from  die  team  leader,  odicr  team 
members  and  RCS  regional  management  for  open 
communicauon  among  stalf  regarding  racial/culiunil 
issues.  ■ 

Gloria  Reid.  L.CS.W.^  is  a  counselor  ai  the  Vel  Center 
in  Richmond.  Virginia. 
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November  27,  1992 


Congressman  Lane  Evans 

1121  Longworth  House  Office  Bldg 

Washington,  D.C.   20515-1317 

Dear  Congressman  Evans: 

As  Chairman  of  the  House  Veterans  Affairs  subcommittee 
on  Oversight  and  Investigations,  you,  along  with 
Representatives  John  Bryant  and  Pete  Geren  were  scheduled  to 
conduct  hearings  in  Dallas  a  few  years  ago  regarding  the 
activities  and  operations  of  the  Dallas  VA  Medical  Center. 
Unfortunately,  the  outbreak  of  Desert  Sword/Storm  precluded 
your  attendance,  and  thus  the  conduct  of  the  official 
hearing. 

Now,  perhaps  more  than  ever,  an  investigation  of  the 
negligence,  malpractice,  medical  incompetence,  chicanery,  and 
gross  insensitivity  that  pervades  the  Dallas  VA  Medical 
Center  demands  justice  and  redress  by  your  subcommittee. 

Nothwithstanding  at  least  three  other  cases  involving  other 
veterans  and  the  Dallas  VA  Medical  Center,  who  are  prepared 
to  testify,  I  beg  to  share  with  you  hereon  my  personal 
experience.   As  a  committee  chair  (appointed)  of  the  Black 
Congressional  Caucus  Veteran  Brain  Trust,  I  had  just  returned 
from  California  following  my  testimony  before  Maxine  Waters 
at  the  Western  Regional  Mid  Conference  Black  Caucus.   On 
March  19,  1992  I  entered  the  Dallas  VA  Hospital  for  my  weekly 
PTSD  counseling  session  with  ray  Psychologist  of  six  years. 
Dr.  Jack  Fudge. 

I  explained  to  Dr.  Fudge  that  I  was  going  to  the 
emergency  room  for  the  removal  of  a  very  painful  boil  that  I 
had  arisen  on  my  butt.   I  have  had  these  boils  before,  but 
had  never  before   sought  treatment  at  the  VA  for  this  minor 
procedure.   Congressman  Evans,  it  is  worth  mentioning  to  you, 
that  up  to  this  time,  ray  relationship  and  rapport  with  the 
Dallas  VA  Medical  Center  and  its  staff  had  been  positive  and 
araicable,  although  many  of  ray  veteran  friends  were 
experiencing  serious  probleras. 

Little  did  I  know  or  realize,  that  the  lancing  of  a  boil 
by  the  Dallas  VA  would  nearly  be  fatal,  put  me  in  a  coma, 
cause  permanent  damage  to  my  lung,  and  inflict  incaulculable 
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mental  anguish  upon  me,  my  wife  and  ray  mother.   Since 
suffering  at  the  hands  of  these  medical  incompetents,  the 
Dallas  VA  has  lied,  deceived,  covered  up,  falsified  records 
and  signatures,  and  removed  many  of  my  medical  records  in  an 
effort  to  obstruct  justice.   These  matters  I,  of  course,  will 
seek  to  remedy  under  the  law  in  a  federal  court. 

Congressman  Evans,  for  the  sake  of  other  veterans  who 
have  been,  and  are  continuing  to  be  killed,  injured,  and 
mentally  damaged  by  a  broken  and  dangerous  health  system  for 
veterans,  I  implore  you  and  the  Texas  members  of  the  House 
Veteran  Affairs  Committee  to  conduct  an  investigation  and 
hearings  with  regard  to  the  Dallas  VA  Medical  Center.   You 
would  do  well  to  include  the  Houston  and  San  Antonio  Medical 
Centers  as  well,  as  the  horror  stories  emerging  from  these 
cities  are  no  less  compelling  than  those  in  the  Dallas  -  Ft. 
Worth  area. 

I  eun  enclosing  some  of  my  medical  records  and  the  names 
of  some  fellow  veterans  who  are  willing  to  provide  their 
stories.   As  the  POW-MIA  Committee  Chair  of  the  Congressional 
Black  Caucus  Veteran  Brain  Trust  and  a  member  of  several 
organizations  including  the  DAV,  VFW,  WA  and  the  American 
Legion  I  urge  you  and  your  subcommittee  to  act  on  this  matter 
of  utmost  importance. 


/  •   Robert  Blackwell 
P.O.  Box  4403 
Tyler,  Texas   75712 
Phone:   (903)  852-3818 


Representative  Maxine  Waters 
Representative  Eddie  Bernice  Johnson 
Representative  Frank  Tejeda 
Representative  Pete  Geren 
Representative  Martin  Frost 
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WRITTEN  COMMITTEE  QUESTIONS  AND  THEIR  RESPONSES 

QUESTIONS  SUBMITTED  BY 

HONORABLE  LANE  EVANS,  CHAIRMAN 

SUBCOMMITTEE  ON  OVERSIGHT  &  INVESTIGATIONS 

COMMITTEE  ON  VETERANS'  AFFAIRS 

AFRICAN-AMERICAN  VETERANS  AND  COMMUNITY: 
POST-TRAUMATIC  STRESS  DISORDER  AND  RELATED  ISSUES 

SEPTEMBER  15, 1993 

QUESTIONS  FOR  DR.  DAVID  LAW 

ASSOCIATE  DEPUTY  CHIEF  MEDICAL  DIRECTOR 

FOR  CLINICAL  PROGRAMS 

DEPARTMENT  OF  VETERANS  AFFAIRS 


Question  1 :  What  percent  of  African-American  Vietnam  veterans  with  PTSD 

have  not  sought  treatment  for  a  mental  health  problem  from  VA? 

Answer:  The  National  Vietnam  Veterans  Readjustment  Study  (NWRS)  did 

not  break  out  mental  health  services  by  race  specifically  for 
veterans  with  PTSD.  However,  for  veterans  with  high  war  zone 
exposure,  82  percent  of  African-Americans  had  not  sought  mental 
health  treatment  from  VA  at  the  time  of  the  survey. 

Question  la:  What  factors  are  believed  to  be  most  responsible  for  African- 

American  veterans  with  PTSD  not  seeking  treatment  for  a  mental 
health  problem  from  VA? 

Answer:  The  predominant  reason  offered  in  the  NWRS  by  African- 

American  veterans  for  not  seeking  mental  health  treatment  for  an 
emotional  problem  was  that  the  veteran  felt  that  he  could  handle 
the  problem  on  his  own.  Current  program  evaluation  studies  show, 
that  African-American  veterans  do  use  VA  health  care  services, 
including  mental  health  services;  in  fact,  they  use  these  services 
proportionately  more  than  their  white  counterparts. 

Question  1  b:  How  can  African-American  Vietnam  veterans  with  PTSD  who  have 

not  sought  treatment  for  a  mental  health  problem  from  VA  be 
encouraged  to  seek  this  treatment  from  VA  or  another  provider? 

Answer:  Public  information  and  education  regarding  the  availability  of 

specialized  services  for  PTSD  and  clinical  outreach  by  VA  staff  are 
two  possible  actions,  both  of  which  are  currently  in  use  by  VA. 
Another  method  used  by  VA  is  location  of  clinical  programs  in 
areas  with  significant  populations  of  African-American  veterans  to 
enhance  access  to  PTSD  services.  While  16  percent  of  veterans 
seen  in  VA's  specialized  outpatient  PTSD  Clinical  Teams  (PCTs) 
nationally  are  African-American,  several  PCTs  located  in  areas 
with  high  African-American  populations  have  a  significantly  higher 
African-American  patient  population.  Chicago  (West  Side)  has  65 
percent  African-American  patients;  New  Orleans  47  percent; 
Hampton  46  percent,  and  Philadelphia  45  percent. 


(Page  2) 
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Question  2:  According  to  the  statement  submitted  by  Dr.  Law,  "We  recognize 

that  there  are  unique  factors  affecting  African-American  veterans 
with  PTSD,  and  we  are  committed  to  providing  necessary  and 
appropriate  treatment  to  them. 

Please  identify  the  "unique  factors"  affecting  African-American 
veterans  with  PTSD. 


Answer: 


Each  racial,  ethnic  and  cultural  group  has  a  different  set  of  life 
experiences.  Minorities  in  general  experience  higher  rates  of 
poverty,  lower  education,  and  ethnic  discrimination.  Experiences 
such  as  racial  discrimination  can  be  experienced  by  all  minority 
groups  and  this  was  certainly  a  feature  of  the  military  environment 
faced  by  African-Americans  during  the  Vietnam  War.  Among  the 
factors  significant  to  African-Americans  with  PTSD  identified  by  our 
evaluation  of  PTSD  programs  is  the  fact  that  they  are  less  well  off 
than  other  groups  of  veterans  in  many  respects.  They  were  the 
least  likely  of  all  groups  to  be  married,  had  the  lowest  incomes  and 
the  highest  rates  of  alcohol  and  drug  abuse.  They  reported  a 
greater  need  for  help  with  financial  support,  employment,  and 
alcohol  and  other  substance  abuse.  These  are  issues  that 
represent  either  clinical  complications  of  PTSD  (e.g.  substance 
abuse)  or  other  factors  (e.g.  lack  of  financial  support)  that  make  the 
successful  adjustment  of  the  veteran  with  PTSD  more  difficult.  The 
impetus  for  the  anticipated  National  Center  for  PTSD's  study  of 
clinical  needs  of  African-American  veterans  with  PTSD  stems  from 
the  desire  to  further  clarify  factors  affecting  African-American 
veterans  with  this  disorder. 


Question  2a:  Discuss  the  effect  of  these  unique  factors  on  the  treatment 

provided  by  VA. 

Answer:  The  primary  effect  is  the  impetus  to  match  treatment  with  the  needs 

of  the  individual  patient.  Our  program  evaluation  shows  that 
African-American  veterans  make  greater  use  of  the  substance 
abuse  treatment  offered  in  our  PTSD  programs.  Similarly,  the 
evaluation  showed  greater  use  of  vocational  counseling  services 
by  African-American  veterans.  These  statistics  show  that  VA  is 
offering  services  to  our  African-American  veterans  with  PTSD  that 
are  most  relevant  to  their  self-identified  needs,  and  that  the 
veterans  are  using  these  services. 

Question  3:  Identify  VA  PTSD  treatment  programs  which  have  been  tailored  to 

be  responsive  to  the  special  needs  of  African-American  veterans 
and  explain  how  these  programs  have  been  tailored  to  be 
responsive  to  the  special  needs  of  African-American  veterans. 

Answer:  Some  of  the  specialized  PTSD  programs  have  developed  groups 

or  modules  for  African-American  veterans.  These  groups/modules 
deal  specifically  with  the  veterans'  own  experiences  of  racial 
discrimination  in  American  society  as  a  whole  and  with  racial 
tensions  within  the  specialized  program  itself.  The  PTSD  programs 
at  VA  Medical  Centers  Jackson  and  Hampton  have  specific 
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program  tracks  for  African-American  veteran  issues,  and  the  San 
Diego  program  is  developing  such  a  track.  The  North  Chicago 
program  is  vi^orking  on  a  manual  for  addressing  racial  tensions  in 
the  course  of  clinical  work  with  veterans.  The  PTSD  programs  at 
Boston,  Honolulu  and  San  Francisco  also  regularly  address  these 
issues. 

Question  3a:  Has  VA  established  a  specialized  PTSD  unit  to  treat  African- 

American  veterans?  Please  identify  the  expected  benefits  of 

establishing  such  a  unit. 

Answer:  There  is  no  specialized  unit  for  treatment  of  African-American 

veterans  with  PTSD,  nor  are  there  any  plans  to  establish  one. 
While  it  might  appear  that  a  program  uniquely  for  African-American 
veterans  would  be  particularly  attuned  to  the  needs  and  issues  of 
African-American  veterans^we  believe  that  racially  segregated 
treatment  programs  would  be  counter-productive.  The  military 
which  our  veterans  have  served,  and  the  society  in  which  they  live 
have  all  races,  living  together,  and  our  treatment  settings  should 
reflect  that.  It  is  preferable  to  develop  the  racial  sensitivities  of  our 
staff  and  to  recognize  the  significance  of  racial  and  ethnic  diversity 
as  it  effects  treatment  across  all  of  our  programs. 

It  should  be  noted  that  siting  treatment  programs  in  areas  with  a 
high  African-American  population  density,  as  VA  does,  results  in  a 
higher  population  of  African-American  patients  being  served  in 
certain  facilities.  This  is  very  different  from  creating  an  "African- 
Americans  only"  program,  that  would  probably  require  a  significant 
proportion  of  the  patients  treated  to  travel  away  from  their  home 
communities  for  care. 


Question  3b: 


What  additional  actions  could  VA  take  to  tailor  PTSD  treatment 
programs  to  the  special  needs  of  African-American  veterans? 


Answer: 


Question  4: 


Additional  actions  could  include  promoting  and  expanding  the 
availability  of  treatment  groups  and  modules  such  as  those  noted 
in  response  to  Question  3  (above)  at  other  specialized  programs, 
and  fostering  the  education  of  clinicians  regarding  issues  of  racial 
significance  as  they  arise  in  mental  health  programs.  Also,  as  the 
National  Center  study  is  carried  out,  diagnostic  and  treatment 
approaches  particularly  useful  for  African-American  patients  will  be 
identified  and  implemented. 

In  testimony  before  the  Subcommittee  earlier  this  year, 
Dr.  Jonathan  Shay  reported,  "that  most  combat  veterans  with  'bad 
paper*  committed  infractions  as  a  result  of  psychological  injuries 
incurred  in  their  combat  service." 


Please  explain  why  you  agree  or  disagree  with  this  statement. 

Answer:  Many  clinicians  have  reported  impressions  similar  to  those 

expressed  by  Dr.  Shay.  We  know  of  no  empirical  data;  however, 
that  substantiates  these  impressions.  We  are  also  aware  that  Vet 
Centers  have  often  assisted  veterans  to  upgrade  their  "bad  paper" 
discharges. 
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Question  5:  What  actions  could  be  taken  to  make  VA  facilities  and  service 

providers  more  sensitive  to  cultural  diversity  among  veterans? 

Answer:  The  following  actions  could  be  taken  to  make  VA  facilities  and 

service  providers  more  sensitive  to  cultural  diversity  among 
veterans: 

oContinue  pro-active  measures  to  broaden  the 
cultural,  racial,  ethnic,  and  gender  diversity  of  the 
Agency's  workforce  to  ensure  it  reflects  the  composition 
of  the  veteran  population,  and  recognizes  and  supports 
the  varying  needs  of  these  individuals. 

oprovide  periodic  free  health  screening  to  target  conditions 
that  are  prevalent  within  the  African-American  veteran 
population,  i.e.,  hypertension,  sickle  cell  anemia,  and 
cancer. 

oprovide  information  that  promotes  preventive  health  care 
and  wellness  for  African-American  and  other  ethnic 
group  veterans 

oprovide  an  atmosphere  where  veterans  can  feel 
comfortable  and  respected  within  the  hospital  setting. 

ojrain  facility  personnel  and  providers  to  value  diversity 
and  group  norms  and  also  to  appreciate  cultural 
differences. 


125 


HONORABLE  TOM  RIDGE 

QUESTIONS  SUBMITTED  FOR  RECORD 

DR.  DAVID  LAW,  ASSOCIATE  DEPUTY  CHIEF  MEDICAL  DIRECTOR 

FOR  CLINICAL  PROGRAMS 

DEPARTMENT  OF  VETERANS  AFFAIRS 

SUBCOMMITTEE  ON  OVERSIGHT  AND  INVESTIGATIONS 

COMMITTEE  ON  VETERANS'  AFFAIRS 

AFRICAN-AMERICAN  VETERANS  AND  COMMUNITY: 
POST-TRAUMATIC  STRESS  DISORDER  AND  RELATED  ISSUES 

SEPTEMBER  15,  1993 

Question  1 :  You  mention  in  your  testimony  that  there  are  unique  factors 

affecting  African-American  veterans  with  PTSD.  What  are  these 
factors  and  how  do  they  affect  the  treatment  of  African-American 
veterans? 


Answer: 


Each  racial,  ethnic  and  cultural  group  has  a  different  set  of  life 
experiences.  Minorities  in  general  experience  higher  rates  of 
poverty,  lower  education,  and  ethnic  discrimination.   Experiences 
such  as  racial  discrimination  can  be  experienced  by  all  minority 
groups  and  this  was  certainly  a  feature  of  the  military  environment 
faced  by  African-Americans  during  the  Vietnam  War.  Among  the 
factors  significant  to  African-Americans  with  PTSD  identified  by  our 
evaluation  of  PTSD  programs  is  the  fact  that  they  are  less  well  off 
than  other  groups  of  veterans  in  many  respects.  They  were  the 
least  likely  of  all  groups  to  be  married,  had  the  lowest  incomes  and 
the  highest  rates  of  alcohol  and  drug  abuse.  They  reported  a 
greater  need  for  help  with  financial  support,  employment,  and 
alcohol  and  other  substance  abuse.  These  are  issues  that 
represent  either  clinical  complications  of  PTSD  (e.g.  substance 
abuse)  or  other  factors  (e.g.  lack  of  financial  support)  that  make  the 
successful  adjustment  of  the  veteran  with  PTSD  more  difficult.  The 
impetus  for  the  anticipated  National  Center  for  PTSD's  study  of 
clinical  needs  of  African-American  veterans  with  PTSD  stems  from 
the  desire  to  further  clarify  factors  affecting  African-American 
veterans  with  this  disorder. 


Question  2: 


Answer: 


What  percent  of  current  VA  health  care  funding  is  dedicated  to 
treatment  of  PTSD?  Has  VA  received  increases  in  its  PTSD 
funding  over  the  last  five  years?  What  has  been  the  effect  of  such 
increases?  Please  be  specific  regarding  the  increases  in  the 
number  of  veterans  treated,  increase  in  the  encumber  of 
specialized  treatment  units,  etc. 

As  of  FY  1992,  VA  Mental  Health  and  Behavioral  Sciences 
Services  has  $39,980,352  (roughly  2  percent  of  the  $2  billion 
mental  health  budget)  specifically  allocated  for  PTSD  services.  It 
should  be  noted  that  PTSD  care  is  also  provided  in  general 
psychiatry  inpatient  and  outpatient  programs  in  addition  to  the  units 
funded  by  these  appropriations.  Other  services  related  to  veterans 
with  PTSD  include  Readjustment  Counseling  Service  and  aspects 
of  Veterans  Benefits  Service.  These,  along  with  mental  health's 
budget,  are  part  of  the  overall  VA  budget  of  $120  billion. 
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Most  of  the  mental  health  PTSD  budget  has  been  received  since 
FY  1989.  These  funds  have  been  used  to  establish  a  network  of 
inpatient  and  outpatient  units  designed  to  provide  a  continuum  of 
care  for  PTSD.  With  the  inclusion  of  funds  from  FY  1 993  and 
those  anticipated  in  FY  1994,  the  PTSD  programs  W\\\  include  24 
Specialized  Inpatient  PTSD  Units;  14  Evaluation  and  Brief 
Treatment  PTSD  Units;  12  PTSD  Residential  Rehabilitation 
Programs  and  74  PTSD  Clinical  Teams  (outpatient  programs).  In 
FY  1992  there  were  18,973  discharges  from  inpatient  services  with 
a  primary  diagnosis  of  PTSD.  This  represents  approximately 
12,650  individuals  treated,  and  was  an  increase  from  17,751 
discharges  in  FY  1991.  In  FY  1984  there  were  only  5,377 
individuals  with  a  primary  diagnosis  treated  in  VA  inpatient 
services.  Outpatient  treatment  has  only  been  monitored  for  PTSD 
by  diagnosis  in  the  last  several  years.  In  FY  1992,  there  were 
156.934  visits  for  PTSD  to  PTSD  Clinical  Teams  (PCTs),  and 
130,463  visits  to  non-PCT  outpatient  care.  These  figures 
represent  an  increase  from  FY  1991  when  the  PCT  visits  for  PTSD 
were  100.264  and  the  non-PCT  visits  were  92,306. 

Question  3:  Your  testimony  identifies  a  special  population  working  group  known 

as  the  Readjustment  Counseling  Service  African-American 
Veterans.  What  have  been  the  recommendations  of  this  group  in 
the  past  and  what,  if  any,  of  their  recommendations  have  yet  to  be 
implemented  by  the  Department? 


Answer: 


The  attached  fact  sheet  includes  a  list  of  all  the  recommendations 
submitted  by  the  Readjustment  Counseling  Service  (RCS)  Working 
Group  on  African-American  Veterans.  Each  recommendation  also 
includes  VA's  response  regarding  action  taken  and  current  status. 
With  particular  reference  to  RCS.  these  recommendations  have 
been  long-implemented  and  represent  permanent  policy  and 
standard  practice  subject  to  ongoing  clinical  and  administrative 
review  by  management. 
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DEPARTMENT  OF  VETERANS  AFFAIRS 
VETERANS  HEALTH  ADMINISTRATION 

Recommendations  Submitted  by  the 

Readjustment  Counseling  Service 

Working  Group 

on  African-American  Veterans 


ISSUE:   Veterans  Health  Administration  (VHA)  responses  to  the  recommendations 
submitted  by  the  referenced  Working  Group  in  its  1983  report.   This 
inforiBatlon  Is  requested  by  Congressman  Tom  Ridge  in  follow-up  to  a  hearing 
conducted  on  September  15,  1993  by  the  House  Committee  on  Veterans'  Affairs  in 
conjunction  with  the  meeting  of  the  Congressional  Black  Caucus. 

DISCUSSION:   The  statements  below  pertain  to  specific  issues  related  to  VHA 
implementation  of  these  recommendations. 

RECOMMENDATION  NO.  1:   Conduct  active  recruitment  of  qualified 
African- Americans  for  all  Vet  Center  staff  (i.e..  Team  Leaders,  Counselors, 
and  Office  Managers  as  openings  occur) .   This  is  Important-,  especially  in 
areas  where  there  is  a  high  density  of  African-American  Vietnam  veterans. 

RESPONSE:   Done;  permanent  and  ongoing.   Recruitment  of  qualified 
African-American  candidates  for  all  levels  of  the  Readjustment  Counseling 
Service  (RCS)  staffing  is  an  ongoing  and  permanent  policy  of  the  RCS .   Ethnic 
minority  veteran  representation  on  Vet  Center  teams  is  specifically  referenced 
in  the  Department  of  Veterans  Affairs,  Veterans  Health  Administration  Manual, 
M-12,  "Readjustment  Counseling  Service  Vet  Centers",  Part  1,  "Administrative 
Operations,"  Chapter  2. 

In  addition  to  the  ongoing  efforts  of  Vet  Center  team  leaders  and  RCS 
managers,  the  members  of  the  RCS  African-American  Veterans  Working  Group  also 
provide  assistance  in  locating  and  recruiting  qualified  African-American 
staff.   In  addition,  RCS  field  staff  engage  in  numerous  recruiting  activities 
to  include  maintaining  booths  at  national  annual  conferences  of 
African-American  social  workers  and  psychologists  to  network  with  fellow 
professionals,  attend  educational  sessions  and  to  provide  programmatic  and 
career  related  information  to  interested  attendees. 

RECOMMENDATION  NO.  2:   Promote  and  retain  current  African-American  Vet  Center 
staff  by  systematic  provisions  for  special  educational  scholarship  programs 
that  lead  toward  professional  development  in  the  fields  of  social  work, 
rehabilitation  counseling,  nursing,  psychology,  psychiatry,  health  care 
planning  and  hospital  administration. 

RESPONSE:   The  issue  of  scholarships  for  professional  training  of  staff  are 
predominately  a  matter  for  Congressional  action  and  determination.   It  is 
possible,  however,  for  VA  to  request  programs  and  funds  of  Congress  through 
the  annual  legislative  initiative  process  for  this  purpose.   To  date,  no  such 
requests  have  been  initiated  for  RCS  field  staff  due  to  other  competing  budget 
priorities.   Nonetheless,  RCS  has  supported  and  promoted  staff  development  for 
many  staff  through  flexible  work  schedules,  etc.,  to  pursue  their  own  graduate 


128 


education  in  professional  Social  Work  and  related  fields.   Also  relevant  is 

the  fact  that  staff  retention  is  not  a  problem  for  RCS .   Having  an  annual 

turnover  rate  of  approximately  9  percent,  retention  of  staff  In  RCS  compares 
favorably  to  VHA  generally. 

RECOMMENDATION  NO.  3:  Ensure  access  to  readjustment  counseling  by  systematic 
outstationing  of  culturally  sensitive  Vet  Center  staff  in  communities  of  high 
African-American  density. 

RESPONSE:   Implemented.   Vet  Center's  outstation  staff,  for  the  delivery  of 
services  at  a  distance  from  an  existing  Vet  Center  usually  in  locally  donated 
space,  to  the  extent  feasible  given  current  resources  and  other  competing 
logistical  and  clinical  demands  of  the  Vet  Center's  catchment  area.   Vet 
Center  team  leaders  and  RCS  regional  managers  remain  open  to  input  from 
various  community  and  Congressional  elements,  and  its  ovm  staff  and  Working 
Group  members  as  to  where  additional  outstationing  may  be  needed.   The  use  of 
Vet  Center  outstations  is  an  ongoing  RCS  policy  for  strategic  siting  of 
service  delivery  personnel  in  areas  where  veterans'  needs  for  the  services 
have  remained  to  some  degree  unmet  iue  to  distance  from  existing  Vet  Centers. 
In  some  cases,  due  to  increasing  demands  for  workload.  Vet  Center  outstations 
have  been  converted  into  permanent  sites.   Of  significance  in  this  vein, 
regarding  services  to  African-American  veterans,  is  VHA's  authorization  this 
year  to  convert  the  Vet  Center  outstation  in  Harlem,  New  York  City  into  a  full 
four  person  Vet  Center. 

RECOMMENDATION  NO.  A:   Ensure  that  staffing  patterns  at  Vet  Centers  reflect 
the  racial  breakdown  of  the  community,  with  particular  attention  to  Vet  Center 
sites  in  predominantly  African-American  locations . 

RESPONSE:   Implemented,  recurrent  and  ongoing.   As  specified  in  the  response 
to  Recommendation  No.  1  above,  ethnic  minority  veteran  representation  on  Vet 
Center  teams  is  ongoing  RCS  policy.   The  RCS  policy  regarding  Vet  Center  team 
composition  specifies  that,  to  the  fullest  extent  feasible.  Vet  Center  teams 
be  tailored  to  the  needs  of  the  particular  veteran  community  which  is  being 
served.   Teams  are  planned  and  selected  to  ensure  familiarity  with  the  Vietnam 
and  other  eligible  veterans'  wartime  experience,  and  understanding  of  the 
special  needs  of  ethnic  minority,  disabled  and  women  veterans,  etc.   Selecting 
officials  strive  to  recruit  in  such  a  fashion  that  Vietnam  and  post-Vietnam 
era  veterans,  and  ethnic  minorities  and  women  are  well  represented  in 
candidates.   The  Vet  Centers  have  long  recognized  the  important  role  played  by 
ethnic  minority  service  providers  with  particular  reference  to  outreach  and 
counseling  of  minority  veterans,  and  to  enhanced  family  counseling  and  other 
community  services.   The  Vet  Centers  system-wide  maintain  approximately  23 
percent  African-American  staff  in  Vet  Centers.   Currently  African-American 
staff  members  equal  17  percent  of  team  leaders,  24  percent  of  counselors  and 
30  percent  of  office  managers  for  an  overall  total  of  approximately  23  percent 
of  Vet  Center  staff.  ,  These  staff  levels  are  significantly  above  the 
percentage  of  African-Americans  in  the  Vietnam  era  and  Vietnam  theater  veteran 
populations  (11  percentand  11.5  percent  respectively). 

RECOMMENDATION  NO.  5:   Ensure  consideration,  by  VHA  for  locating  some 
post-traumatic  stress  disorder  (PTSD)  inpatient  units  in  areas  of  high 
African-American  veteran  concentration. 
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RESPONSE:   Mental  Health  and  Behavioral  Sciences  Service  is  the  operational 
office  responsible  for  VA  medical  center  PTSD  programs.   The  siting  of  PTSD 
programs  in  areas  with  a  high  African-American  population  is  and  will  continue 
to  be  a  VA  priority.   A  Spring  1993  survey  of  inpatient  specialized  PTSD  units 
by  the  Chief  Medical  Director's  Special  Committee  on  PTSD  showed  that  19.8 
percent  of  patients  in  treatment  at  that  time  were  African- American.   This 
number  is  equivalent  to  the  percentage  of  African-American  staff  in  these 
programs  and  is  comparable  to  the  percentage  of  African-American  Vietnam 
veterans  with  PTSD  as  reported  by  the  National  Vietnam  Veterans  Readjustment 
Study. 

VA  has  also  sited  other  clinical  programs  in  areas  with  significant 
populations  of  African-American  veterans  to  enhance  access  to  PTSD  services. 
While  16  percent  of  veterans  seen  in  VA's  specialized  outpatient  PTSD  Clinical 
Teams  (PCTs)  are  African-American,  several  PCTs  have  significantly  higher 
African-American  patient  populations.   Chicago  (West  Side)  has  65  percent 
African- American  patients;  New  Orleans  47  percent;  Hampton  46  percent,  and 
Philadelphia  45  percent. 

In  addition,  some  of  the  specialized  PTSD  programs  have  developed  groups 
or  modules  for  African-American  veterans.   These  groups  deal  specifically  with 
the  veterans'  own  experiences  of  racial  discrimination  in  American  society  as 
a  whole  and  with  racial  tensions  within  the  specialized  program  itself. 

RECOMMENDATION  NO.  6:   Ensure  active  recruitment  of  African-American  personnel 
of  demonstrated  clinical  competence  and  knowledge  in  the  treatment  of  PTSD, 
for  staff  in  special  inpatient  PTSD  units. 

RESPONSE:   See  the  response  to  Recommendation  No.  5  above. 

RECOMMENDATION  NO.  7:   Develop  a  systematic  method  of  locating  and  reaching 
African-American  Vietnam  veterans,  which  may  include  the  usage  of  Public 
Service  Announcements  (PSA's),  pertinent  program  literature  and  other  printed 
materials  geared  specifically  to  African-American  veterans. 

RESPONSE:   Implemented.   Since  their  inception  in  1979,  the  Vet  Centers  have, 
as  a  matter  of  policy,  paid  particular  attention  to  culture,  socio-economic 
and  gender  differences  among  various  veteran  populations  in  tailoring  the  mix 
of  outreach  and  counseling  services  in  relation  to  local  need.   Many  Vet 
Centers  located  in  proximity  to  African-American  populations  maintain  outreach 
and  counseling  initiatives  specifically  attuned  to  serve  these  veterans  and 
their  families.   Community  outreach  has  been  an  essential  component  of  the  mix 
of  Vet  Center  services  since  their  beginning  in  1979.   Since  that  time 
operating  policies  have  been  developed  system-wide  to  ensure  an  active  and 
viable  Vet  Center  outreach  effort.   As  part  of  established  quality  management 
criteria,  each  Vet  Center  is  required  to  maintain  a  written  outreach  plan 
specific  to  the  unique  features  (social,  economic,  demographic  and  geographic) 
of  their  catchment  area.   The  productivity  for  each  Vet  Center  is  monitored 
monthly  via  several  indices,  one  of  which  is  a  measure  of  community  outreach 
and  educational  activities.   In  addition,  all  Readjustment  Counseling  Service 
regional  training  exercises  are  required  to  have  a  three  hour  training  module 
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on  outreach  objectives  and  techniques  which  is  responsive  to  the  needs  and 
community  circumstances  of  different  veteran  consumer  groups.   National  policy 
guidance  regarding  Vet  Center  outreach  and  counseling  services  is  contained  in 
the  Department  of  Veterans  Affairs,  Veterans  Health  Administration  Manual 
M-12,  "Readjustment  Counseling  Service  Vet  Centers,"  Part  II,  "Direct  Service 
Operations,"  chapter  3.   With  specific  reference  to  the  issue  of  PSAs  and 
other  culturally  specific  outreach  tools,  RCS  relies  on  the  African-American 
Veteran  Working  Group  for  the  development  of  such  materials.   RCS  management 
implements  these  materials  recurrently  to  the  extent  resources  permit. 

RECOMMENDATION  NO .  8 :   Ensure  Vet  Center  outreach  efforts  to  increase 
involvement  from  the  African-American  community  in  understanding  and  meeting 
the  readjustment  needs  of  African-American  Vietnam  veterans.   Promotion  of 
greater  sensitivity  and  awareness  of  the  needs  of  African-American  veterans, 
by  Vet  Center  staff. 

RESPONSE:   Implemented.   Community  education  and  other  social  interventions  to 
promote  the  general  awareness  of  the  post-war  readjustment  needs  of  veterans 
and  to  enhance  community  assistance  on  behalf  of  veterans  is  an  integral 
feature  of  the  Vet  Center  mission.   See  the  response  to  Recommendation  No.  7 
above  for  national  guidance  regarding  Vet  Center  community  outreach  and  mix 
of  services . 

RECOMMENDATION  NO.  9:   Ensure  clinical  training  of  VA  service  providers  in  a 
wide-ranging  variety  of  cognitive -behavioral  procedures,  integrating  social 
therapy,  case  management,  dynamic -oriented  procedures,  and  adeptness  in 
cross-cultural  treatment  modalities. 

RESPONSE:   Implemented.   Ongoing  clinical  training  is  a  permanent  programmatic 
committment  and  an  Integral  feature  of  the  RCS  quality  management  program 
(reference  M-12,  Part  I,  Chapter  5).   The  required  curriculum  for  RCS  annual 
training  conferences  covers  all  major  Vet  Center  service  components: 
outreach,  counseling  and  psychotherapy  for  PTSD  (individual,  group  and 
family),  clinical  military  histories,  clinical  case  conferences,  and  training 
on  minority  veteran  issues.   Regarding  the  latter,  the  current  requirement  is 
for  four  hours  of  content  on  ethnic  minority  veterans'  counseling  issues  and 
four  hours  of  clinical  content  by  an  ethnic  minority  faculty. 

RECOMMENDATION  NO.  10:   Enhance  the  therapist's  awareness  about  conscious  and 
unconscious  stereotypic  fears  about  African-Americans  and  Vietnam,  so  that  as 
the  therapist  encourages  the  African-American  veteran  to  adjust  to  reality,  he 
does  not  unwittingly  distort  the  reality  of  the  clients  and  their  needs. 

RESPONSE:   Implemented.   The  therapist's  awareness  of  his/her  own  attitudes 
and  management  of  same  during  the  course  of  the  counseling  process  is  a  key 
component  of  ongoing  clinical  education  which  is  addressed  by  Vet  Center 
counseling  staff  through  in-service  training,  clinical  consultation  and 
supervision.   Also  see  the  response  to  Recommendation  No.  9  above. 
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RECOMMENDATION  NO.  11:   Provide  mandatory  training  to  all  RCS  staff  concerning 
the  special  readjustment  needs  of  African-American  Vietnam  veterans  and  their 
families,  to  include  counseling  methods  for  how  to  intervene  effectively  with 
this  population. 

RESPONSE:   This  is  done,  ongoing,  and  recurrent.   See  response  to 
Recommendation  No.  9  above. 

RECOMMENDATION  NO.  12:   Develop  methods  on  how  to  retain  African-American 
veteran  client's  involvement  in  counseling  until  specific  mutually  agreed-upon 
treatment  goals  have  been  reached. 

RESPONSE:  Therapeutic  contracting  and  goal  setting  are  essential  ingredients 
to  sound  clinical  case  management  and  the  therapist's  forming  and  maintaining 
an  effective  therapeutic  of  working  alliance  with  the  client.  As  such,  these 
features  are  covered  in  Vet  Center  clinical  training,  supervision  and  quality 
review.   Also  see  the  response  to  Recommendation  No.  9  above. 

Clinical  oversight  of  the  Vet  Centers  indicates  that  client  retention  is 
not  a  problem.   However,  as  implied  above,  this  requires  continuous  quality 
monitoring.   RCS  has  a  workload  and  clinical  data  system  which  enables  greater 
information  about  services  provided  and  analysis  of  client  needs. 
Specifically,  workload  reports  regarding  ethnic  minority  and  women  veteran 
utilization,  as  well  as  types  of  services  provided  will  be  available  early  in 
fiscal  year  1994. 

RECOMMENDATION  NO.  13:   Identify/upgrade  and/or  recruit  more  qualified 
African-American  clinicians. 

RESPONSE:   See  the  responses  to  Recommendations  No.  1  and  4  above. 

RECOMMENDATION  NO.  14:   Increase  the  sensitivity  of  all  staff  members  to 
enable  them  to  provide  cross-cultural  counseling. 

RESPONSE:   Implemented.   The  Vet  Center  service  mission  of  outreach  and 
readjustment  counseling  was  originally  designed  to  provide  its  menu  of 
services  in  such  a  manner  as  to  facilitate  overcoming  barriers  to  access  for 
veteran  consumers.   In  this  case  such  barriers  include  geographical,  economic, 
social,  cultural  and  psychological  factors  which  may  hinder  the  veteran's 
ability  to  use  the  available  services.   Cultural  sensitivity  to  the  various 
veteran  populations  in  the  Vet  Center's  catchment  area  is  a  permanent  and 
ongoing  policy.   Also,  see  the  response  to  Recommendation  No.  9  above. 

RECOMMENDATION  NO.  15:   Enhance  education  about  African-American  culture 
through  subscriptions  to  relevant  magazines,  newspapers,  and  purchase  of  books 
on  this  subject. 

RESPONSE:   Individual  Vet  Center  budgets  have  no  discretionary  funds  for 
purchase  of  magazine,  newspaper  or  journal  subscriptions.   However,  it  would 
be  useful  for  the  RCS  African-American  Veterans  Working  Group  to  identify  and 
recommend  a  list  of  relevant  publications  from  which  a  Vet  Center  may  select 
for  purchase  if  feasible.   Also,  the  Working  Group  could  identify  relevant 
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literature  which  could  possibly  be  extended  to  Vet  Centers  free  as  a  public 
service  Initiative  extended  to  a  federal  agency.   In  addition,  many  articles 
written  by  Vet  Center  staff  on  African-American  veterans  have  been  featured  In 
the  Vet  Center  VOICE  over  the  years,  which  publication  Is  provided  to  all  Vet 
Centers  four  to  six  times  a  year. 

Professional  books  are  a  separate  matter  from  subscriptions.   RCS 
maintains  an  approved  list  of  core  clinical  references  and  texts  which  are 
purchased  by  Vet  Centers  on  the  basis  that  the  VA  medical  facility  may  not  be 
readily  accessible  for  library  purposes.   Approved  books  consist  of  widely 
accepted,  standard  texts  pertinent  to  Vet  Center  services.   Material  relevant 
to  serving  minority  veterans  is  contained  in  some  of  the  books  on  the  list. 
Also,  we  are  considering  additional  texts  on  African-American  veterans'  Issues 
for  inclusion  on  the  RCS  core  reference  list. 

RECOMMENDATION  NO.  16:   Vet  Center  staff  to  seek  supervision  from  competent 
and  knowlegable  supervisors  with  experience  in  working  with  African-American 
veterans . 

RESPONSE:   Implemented,  continuous.   This  recommendation  is  apparently 
directed  at  Vet  Center  teams  to  be  pursued  on  the  basis  of  an  individual 
Initiative.   Such  an  initiative  is  fully  supported  by  RCS  management  and  is 
complementary  to  the  Vet  Center's  close  professional  interaction  and 
networking  within  the  community  on  behalf  of  local  veterans.   Vet  Centers 
system-wide  make  wide  and  effective  use  of  local  consultants  and  volunteers  as 
auxllllary  staff  on  an  as  needed  basis. 

RECOMMENDATION  NO.  17:   Ensure  that  Vet  Center  staff  work  closely  with 
community  resources  that  have  a  history  of  sensitivity  to  the  needs  of 
African-American  Vietnam  veterans  and  help  other  agencies  to  understand  the 
post-war  readjustment  needs  of  Vietnam  veterans. 

RESPONSE:   Implemented.   This  is  standard  practice  at  all  Vet  Centers  subject 
to  continuous  monitoring  during  periodic  quality  management  on-site  reviews. 
RCS  regional  management  staff  make  over  600  such  site  visits  system-wide  on  an 
annual  basis. 

RECOMMENDATION  NO.  18:   Networking  and  referrals  should  be  done  with  utmost 
cultural  sensitivity:  therefore,  the  Working  Group  recommends  three  basic 
steps  in  referring  the  African-American  veteran  to  community  agencies: 

a.  Give  a  complete  explanation  of  the  referral  process  in 
concrete  understandable  terms. 

b.  Give  the  veterans  an  opportunity  to  express  their 
feelings  and  thoughts  about  the  referral. 

c.  Give  the  veteran  the  specifics --the  person  to  see,  the 
time,  place,  and  date  of  the  appointment,  whenever 
possible. 
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RESPONSE:   Implemented.   Supportive  social  services  and  brokering  of  services 
on  behalf  of  veterans  are  part  of  the  mix  of  services  at  every  Vet  Center. 
All  Vet  Centers  maintain  active  networks  with  other  community  service 
providers  for  referral  purposes.   Also,  see  the  responses  to  Recommendations 
No.  7  and  17  above. 

RECOhMENDATION  NO.  19:   For  Vet  Centers  where  the  office  manager  may  be  the 
only  African -American  staff  member,  action  should  be  taken  to  ensure  that 
he/she  is  not  placed  in  a  position  of  being  the  sole  "service  provider"  to 
African-American  veterans . 

RESPONSE:   Implemented.   This  is  standard  practice  at  all  Vet  Centers  and 
subject  to  periodic  monitoring  during  RCS  quality  management  reviews  of  Vet 
Center  operations . 

RECOMMENDATION  NO.  20:  At  least  one  African-American  woman  should  become  a 
permanent  member  of  the  RCS  Women  Veterans  Working  Group.  African- American 
female  concerns  should  be  addressed  by  the  Working  Group . 

RESPONSE:   Implemented.   The  RCS  Women  Veterans  Working  Group  has  consistently 
maintained  at  least  one  African-American  member.   Currently  there  are  3  (or  43 
percent)  African-American  women  staff  on  the  Working  Group.   This  like  many 
other  long- implemented  recommendations  bears  frequent  re-statement  and 
periodic  monitoring. 

RECOMMENDATION  NO.  21:   Ensure  an  ongoing  systematic  approach  to  identify  and 
recruit  qualified  African-American  women  for  meaningful  Involvement  at  all 
levels  of  RCS. 

RESPONSE:   Implemented.   This  is  permanent  and  ongoing  RCS  policy.   Also,  see 
the  responses  to  Recommendations  No.  1  and  4  above. 

RECOMMENDATION  NO.  22:   Seminars  and  conferences  at  the  Vet  Centers  for 
African-American  female  veterans  should  be  coordinated  annually. 

RESPONSE:   Conferences  and  seminars  per  se  for  specified  groups  of  veteran 

consumers  are  provided  when  dollars  are  available  and  staff  service  providers 

take  such  initiatives.   Every  Vet  Center  maintains  information  specific  to  the 

needs  and  experiences  of  ethnic  minority  and  women  veterans  which  is  readily 

available  to  veteran  consumers. 

RECOMMENDATION  NO.  23:   Direct  outreach  activities  to  women's  organizations  in 
an  effort  to  enhance  contact  of  African-American  women  veterans. 

RESPONSE:   Implemented.   This  is  standard  practice  for  Vet  Centers 
system-wide.   See  the  response  to  Recommendation  No.  7  above. 

RECOMMENDATION  NO.  24:   Presentations  covering  African-American  female 
veterans  concerns  should  be  initiated  by  the  Vet  Center  staff. 
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RESPONSE:   This  is  a  permanent  and  ongoing  feature  of  Vet  Center  services  as 
part  of  the  local  outreach  and  education  mission  to  enhance  local  community 
response  and  assistance  on  behalf  of  local  veterans. 

RECOMMENDATION  NO.  25:   Vet  Centers  should  obtain  a  listing  of 
African-American  female  veterans  employed  at  the  VA  support  facility  so  that 
they  can  be  informed  about  the  availability  of  readjustment  counseling 
services. 

RESPONSE:   We  cannot  determine  that  VA  medical  facilities  maintain  lists  of 
personnel  specifically  denoting  ethnicity  or  gender.   Nonetheless,  all  Vet 
Centers,  as  specified  in  the  response  to  Recommendation  No.  7  above,  maintain 
active  outreach  and  education  programs  which  include  the  staff  and  patients  of 
the  VA  support  facility  as  intended  targets. 

RECOMMENDATION  NO.  26:   Conduct  follow-up  in  a  concerned  manner,  so  as  to 
avoid  the  development  of  a  strong  dependency  on  Vet  Center  members  by 
African-American  veterans. 

RESPONSE:   Implemented.   Systematic  case  follow-up  is  standard  practice  for 
all  Vet  Centers  and  is  a  key  component  of  professional  clinical  case 
management  and  therapeutic  termination  of  the  counseling  relationship.   RCS 
policy  and  guidance  regarding  case  follow-up  as  a  quality  management  criteria 
for  continuous  monitoring  is  referenced  in  M-12,  Part  I,  Chapter  5. 

RECOMMENDATION  NO.  27:   Develop  a  system  of  monitoring  client  satisfaction. 

RESPONSE:   Clinical  follow-up  often  involves  a  review  of  services  and 
accomplishments  with  veteran  consumers.   Also,  the  Vet  Centers'  high  level  of 
community  involvement  and  visibility  ensures  ample  opportunity  for  Vet  Center 
staff  to  obtain  feedback  regarding  client  satisfaction.   A  generally  high 
level  of  veteran  satisfaction  is  evident  in  the  number  of  referrals  from 
former  clients,  high  regard  for  the  Vet  Centers  in  the  community  and  the 
absence  of  negative  media  coverage.   Also,  see  the  response  to  Recommendation 
No.  26  above. 

RECOMMENDATION  NO.  28:   Conduct  follow-up  and  aftercare  in  a  flexible  and 
adaptable  manner  dictated  by  the  needs  of  the  client. 

RESPONSE:   See  the  responses  to  Recommendations  No.  26  and  27  above. 

RECOMMENDATION  NO.  29:   Increase  the  proposed  anpual  funding  for  the  Job 
Training  Act  with  a  specific  dollar  amount  earmarked  for  training 
African-American  Vietnam  veterans. 

RESPONSE:   This  recommendation  is  a  matter  for  Congressional  action. 

RECOMMENDATION  NO.  30:   In  addition  to  the  monitoring  of  these  programs  which 
give  monetary  incentives  to  employers  who  hire  veterans,  it  is  recommended 
that  those  employers  who  benefit  from  large  government  contracts  be  approached 
regarding  being  more  responsive  to  hiring  and  training  Vietnam  Veterans. 
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RESPONSE:   This  recommendation  also  pertains  Co  a  legislative  provision  to  be 
built  into  the  federal  employment  law  referenced  above.   However,  to  the 
extent  that  it  refers  to  advocacy  and  mediation  on  behalf  of  veterans' 
employment,  it  Is  a  component  of  Vet  Center  community  outreach,  education  and 
local  job  finding  which  is  standard  practice  for  all  Vet  Centers. 

RECOMMENDATION  NO.  31:   Establish  a  special  program  fund  for  severely  needy 
and  homeless  veterans;  namely,  those  in  need  of  shelter,  clothing, 
transportation  (to  and  from  the  job  site)  to  "get  them  on  their  feet".   This 
service  could  be  authorized  for  thirty  to  forty- five  days  and  could  be 
incorporated  under  VBA/Vet  Center  sponsorship  via  vocational  rehabilitation. 

RESPONSE:   Implemented.   All  elements  of  this  recommendation  are  covered  by 
programs  in  VA's  spectrum  of  services  for  homeless  veterans  which  includes  the 
Vet  Centers,  VAROs ,  domiciliaries ,  and  VAMC  based  programs.   VA's  assistance 
to  homeless  veterans  addresses  the  full  range  of  needs  to  include  income 
maintenance,  shelter,  vocational  assistance,  readjustment  counseling  and 
medical  and  psychiatric  care.^^- — ..^^^ 

RECOMMENDATION  NO.  32:   Explore  and  create  outreaching  mechanisms  to 
incarcerated  Vietnam  veterans. 

RESPONSE:   Implemented.   VA's  expertise  concerning  PTSD  and  other  post-war 
readjustment  problems  is  now  being  utilized  rather  widely  on  behalf  of 
veterans  in  prison.   These  services  are  now  available,  to  the  extent  feasible 
under  current  resources,  through  the  Readjustment  Counseling  Service  Vet 
Centers.   Currently  Vet  Centers  system-wide  provide  services  directly  and 
indirectly  to  many  incarcerated  Vietnam  era  veterans.   Such  services  include 
outreach,  case-consultation  to  prison  mental  health  staff,  clinical  education 
for  prison  health  care  professionals,  and  the  direct  provision  to  veterans  of 
readjustment  counseling  on  a  pre-release  basis,  when  the  veteran  is  due  to  be 
released  in  the  reasonably  near  future.   These  Vet  Center  outreach, 
consultation,  education,  and  counseling  services  are  locally  planned  according 
to  the  priorities  specific  for  each  Vet  Centers's  catchment  area.   It  is 
estimated  that  approximately  one- third  of  all  Vet  Centers  system-wide  provide 
assistance  at  penal  institutions  (local.  State  or  Federal)  at  some  time  during 
the  year.   The  only  limiting  factor  is  resources.   In  addition,  Federal  and 
Slate  parole  programs  have  been  linked  with  Vet  Center  services  in  many 
coiimiuni  ties  as  a  local  outreach  and  referral  initiative. 

RECOMMENDATION  NO.  33:   Establishing  a  close  working  relationship  with  judges, 
attorneys  and  others  in  the  criminal  justice  system  to  create  sensitivity  for 
Vietnam  veterans,  especially  those  first  time  non-violent  offenders  who  may 
benefit  by  treatment  as  opposed  to  incarceration. 

RESPONSE:   Implemented.   As  an  ongoing  feature  of  community  outreach,  this 
recommendation  is  standard  practice  for  Vet  Centers  system-wide  to  the  extent 
teasible  given  available  resources  and  the  overall  needs  of  the  local  veteran 
coimiiuiii  ty 
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RECOMMENDATION  NO.  3^:   Develop  a  mechanism  to  work  with  the  local  prison 
systems  to  offer  pre-release  readjustment  counseling,  group  counseling 
experience,  as  appropriate,  and  educational  and  trade/skill  programs. 

RESPONSE:   See  the  response  to  Recommendation  No.  32  above. 

RECOMMENDATION  NO.  35:   Review  the  current  alcohol  and  drug  treatment 
approaches,  especially  within  VA,  in  working  with  African-American  Vietnam 
veterans . 

RESPONSE:   This  recommendation  falls  within  the  operational  purview  of  Mental 
Health  and  Behavioral  Sciences  Service,  as  the  primary  site  for  VA  substance 
abuse  treatment  is  the  medical  center.   VA  understands  that  substance  use  is 
frequently  found  as  a  secondary  diagnosis  to  war-related  PTSD,  especially  when 
the  latter  has  gone  without  clinical  intervention  and  become  chronic.   The 
National  Vietnam  Veterans  Readjustment  Study  reported  that  African- American 
Vietnam  veterans  have  been  higher  rates  of  PTSD  and  that  50  percent  of  all 
veterans  currently  having  PTSD  also  had  another  psychiatric  diagnosis,  of 
which  substance  use  (primarily  alcohol)  was  one  of  the  most  frequent.   VA  also 
understands  that  treatment  for  PTSD  and  substance  use  must  be  clinically 
Integrated.   VA  has  developed  a  number  of  substance  use  and  PTSD  treatment 
units  at  VA  medical  centers  to  address  the  clinical  needs  of  veterans  with 
dual  diagnosis.   The  role  of  the  Vet  Centers  in  providing  substance  use 
referral  and  aftercare  counseling  is  also  in  full  appreciation  of  this 
clinical  need. 

RECOMMENDATION  NO.  36:   Conduct  research  in  areas  of  alcohol  and  drug  abuse 
among  African-American  veterans. 

RESPONSE :   Research  related  to  PTSD  and/or  substance  abuse  is  an  issue  for 
consideration  by  Mental  Health  and  Behavorial  Science  Services.   See  the 
responses  to  Recommendations  No.  35  above,  and  No.  42  below. 

RECOMMENDATION  NO.  37:   Ensure  adequate  VA  programmatic  response  to  the  need 
for  effective  readjustment/rehabilitation  services  for  substance  use,  which 
address  possible  underlying  stress  symptomology/disorder  related  to  war-trauina. 

RESPONSE :   See  the  response  to  Recommendation  No.  35  above. 

RECOMMENDATION  NO.  38:   Identify  local  attorneys  who  are  sensitive  to  the 
needs  of  Vietnam  veterans,  and  who  are  willing  to  provide  concrete  legal 
services  at  minimal  cost. 

RESPONSE :   Implemented.   As  an  ongoing  feature  of  Vet  Center  outreach, 
education  and  brokering  of  services  within  the  community,  this  is  standard 
practice  for  Vet  Centers.   All  Vet  Centers  maintain  active  referral  networks 
among  community  service  providers  for  ser%'iceE  not  directly  provided  by  Vet 
Centers,  but  needed  by  veterans  in  relation  to  their  post-war  readjustment. 
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RECOMMENDATION  NO.  39:   Organize  seminars  or  community  forums  at  Vet  Centers 
which  will  allow  veterans  to  interface  with  local  attorneys. 

RESPONSE:   Implemented.   See  the  response  to  Recommendation  No.  38  above. 

RECOMMENDATION  NO.  40:   Develop  a  mechanism  whereby  Vet  Center  staff  can  work 
closely  with  the  VA  General  Counsel's  Office  in  legal  matters  pertaining  to 
Vietnam  veteran  clients. 

RESPONSE:   Vet  Centers  seek  consultation  from  local  VA  District  Counsel 
Offices  regarding  the  legal  aspects  of  client  service  delivery. 

RECOMMENDATION  NO.  41:   Designate  specific  funds  for  Vet  Center  staff  to 
attend  professional  workshops  pertinent  to  readjustment  problems  of  Vietnam 
veterans  in  general  and  of  African-American  Vietnam  veterans  in  particular. 

RESPONSE:   Implemented.   Annually  each  Vet  Center  has  a  limited  amount  of 
funds  available  which  are  earmarked  for  staff  development  purposes.   Vet 
Center  team  leaders  can  use  available  funds  for  seminars  and  conferences  as 
specified  by  this  recommendation. 

RECOMMENDATION  NO.  42:   Provide  research  funds  to  authorize  African-Americans 
to  conduct,  participate  in  and  promote  the  development  of  ongoing  research 
that  is  specific  to  the  unique  psychosocial  readjustment  needs  of 
African- American  Vietnam  veterans. 

RESPONSE:   The  National  Vietnam  Veterans  Readjustment  Study  (NWRS)  conducted 
by  the  Research  Triangle  Institute  (RTI),  on  contract  with  VA  has  produced 
scientific  data  indicating  that  the  current  prevalence  rate  of  diagnosable 
post- traumatic  stress  disorder  (PTSD)  in  Vietnam  veterans  is  15.2  percent  or 
approximately  480,000  current  cases;  an  additional  11  percent,  or  341,000 
veterans,  have  some  symptoms  of  PTSD  but  not  the  full  amount  required  for 
diagnosis.   Broken  out  by  ethnic  groups  the  prevalence  of  PTSD  is  20.6  percent 
for  African-American,  27.9  percent  for  Hispanic  and  13.7  percent  for  white 
Vietnam  theater  veterans.   Rates  of  various  social  and  economic  problems  are 
also  correspondingly  high.   In  addition,  50  percent  of  all  Vietnam  theater 
veterans  with  PTSD  were  diagnosed  to  have  other  psychiatric  di.>5orders  such  aK 
depression,  substance  abuse  or  anxiety  disorders. 

In  addition  Readjustment  Counseling  Service  is  currently  carrying  out,  in 
collaboration  with  VA's  National  Center  for  PTSD,  a  prospective  study  on  a 
sample  of  Persian  Gulf  veteran  new  cases  being  seen  at  82  Vet  Centers.   This 
study  will  produce  valuable  data  for  assessing,  in  the  years  ahead,  the  impact 
of  wartime  duty  on  readjustment  and  other  aspects  of  psychological 
functioning.   This  is  the  first  prospective  study  on  war  veterans' 
readjustment  carried  out  by  VA  in  its  history. 

In  the  initial  phase  (from  October  15,  1991  to  April  15.  1992),  the 
Persian  Gulf  veteran  survey  was  dissemated  through  82  Vet  Centers  nationwide, 
from  Hawaii  to  Alaska  to  Puerto  Rico.   The  overall  PTSD  prevalence  for  this 
sample  was  11.5  percent.   The  PTSD  prevalence  in  a  sub-group  seeking 
specifically  help  for  psychological  distress  was  3/1  percent.   The  six  mnnth 
follow-up  study  was  carried  out  from  April  15  to  October  15.  1992.   The 
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overall  prevalence  of  PTSD  for  the  six  month  follow-up  group  was  14  percent. 
However,  with  particular  reference  to  the  group  of  veterans  specifically 
seeking  help  for  psychological  distress,  the  level  of  PTSD  at  the  six  month 
interval  was  marketly  reduced  (9.4  percent  compared  to  37.1  percent).   An  18 
month  and  final  follow-up  survey  commenced  in  June  1993. 

Seventeen  percent  of  the  veterans  represented  in  the  initial  sample  and 
nine  percent  of  those  in  the  follow-up  were  African-American.   Data  to  be 
reported  upon  completion  of  all  three  phases  of  the  study  will  contain  useful 
information  regarding  PTSD  in  African-American  Persian  Gulf  veterans. 

Other  proposals  for  research  regarding  PTSD  and  other  war- related 
readjustment  problems  In  specific  veteran  eras  and/or  populations  can  be 
submitted  to  VA's  National  Center  for  PTSD  for  consideration. 

RECOMMENDATION  NO.  43:   Compile  historical  and  contemporary  literature  and 
develop  a  clearinghouse  specific  to  the  military  and  post-military  experiences 
of  African-American  Vietnam  veterans  and  African-American  veterans  of  other 


RESPONSE:   Vet  Centers  system-wide  compile  repositories  of  graphic,  visual  and 
written  information  regarding  the  military  and  post-military  experiences  of 
eligible  veterans,  tailored  to  the  veteran  populations  specific  to  their 
catchment  areas  veterans  routinely  have  materials  available  for  Vet  Center 
staff  and  veteran  consumers  regarding  the  culture,  history  and  military 
experience  of  African-American  veterans.   Such  activities  are  a  standard 
feature  of  the  Vet  Centers  as  community  resource  centers  for  understanding 
veterans'  military  experiences  and  post-war  readjustment  needs. 

RECOMMENDATION  NO .  44 :   Conduct  research  beyond  the  Legacies  of  The  Vietnam 
Study  to  clarity  the  specific  needs  of  African-American  veterans,  such  as  the 
National  Vietnam  Veterans  Readjustment  study  currently  being  planned. 

RESPONSE:   See  the  response  to  Recommendation  No.  42  above. 

RECOMMENDATION  NO.  45:   Vet  Center  national  workload  data  should  be 
retrievable  and  broken  down  demographically  to  account  for  African-American 
clients  who  utilize  the  Vet  Centers. 

RESPONSE:   Implemented.   As  indicated  above  in  Recommendation  No.  12,  the  new 
RCS  workload  system  will  provide  excellent  data  for  the  purposes  of  tracking 
ethnic  minority  veteran  use  of  Vet  Center  services.   In  fiscal  year  1993  the 
RCS  initiated  its  new  workload  and  clinical  data  system  to  enable  greater 
information  about  services  and  analysis  of  client  needs.   Specifically, 
monthly  workload  reports  regarding  ethnic  minority  and  women  veteran 
utilization  as  well  as  types  of  services  provided  will  be  available  early  in 
1994. 
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RESPONSE  BY  JAMES  W.  WOODARD 

TO 

QUESTION  FROM  HONORABLE  LANE  EVANS 

CHAIRMAN  OF  SUBCOMMITTEE  ON  OVERSIGHT  & 

INVESTIGATIONS 

COMMITTEE  ON  VETERANS'  AFFAIRS 

QUESTION 

1.    What  criteria  should  be  used  to  determine  if  U.S.  military 
force  is  being  used  for  "good"  purposes? 

United  States  military  force  would  be  used  for  "good" 
purposes  if  its  use  provided  a  positive  response  to  the  following 
questions  with  consideration  given  to  the  succeeding  caveats: 

a.  Does  it  protect  the  legitimate  national  security 
interests  of  the  United  States? 

b.  Has  it  been  debated  in  the  United  States  Congress  and 
received  majority  support? 

c.  Does  it  have  the  support  of  the  community  of  nations; 
that  is,  has  it  been  debated  and  sanctioned  by  the 
United  Nations? 

d.  Does  it  prevent  the  slaughter  of  innocent  civilians  by  a 
tyrant  or  military  junta? 


a/a  Too  often  the  U.S.  government  has  equated  our  national 
security  interests  synonomously  with  the  economic  interests  of 
American  big  business  or  multinational  corporations.   Granted, 
domestic  economic  stability  may  be  construed  as  a  national 
security  concern.   External  occurrences  which  negatively  impact 
our  gross  national  product,  gross  domestic  product  or  net  national 
product  are  legitimate  concerns.   However,  when  those  who  make 
foreign  policy  and  determine  when  we  go  to  war,  are  themselves  the 
economic  beneficiaries  of  such  combat,  then  their  objectivity  is 
compromised  and  their  actions  suspect. 

Our  history  is  replete  with  examples  of  private  sector 
big  businessmen  becoming  major  government  decision-makers  who 
are/were  in  positions  to  benefit  financially  from  the  use  of 
military  force.   After  serving  as  legal  counsel  for  the  United 
Fruit  Company  in  Latin  America,  John  Foster  Dulles  became 
President  Dwight  Eisenhower's  Secretary  of  State.   George  Shultz 
left  the  presidency  of  the  Bechtel  Corporation  to  become  President 
Ronald  Reagan's  Secretary  of  State;  he  remained  a  director  of  that 
foremost  national  and  international  construction  company  (Its 
profits  were  probably  monumental  after  rebuilding  Kuwait  following 
the  Persian  Gulf  war) .   Caspar  Weinburger,  President  Reagan's 
Secretary  of  Defense,  was  a  vice-president  of  the  Bechtel 
Corporation.   President  Bush's  Secretary  of  State,  James  Baker, 
possesses  enormous  oil  wealth  leading  many  to  question  his  and 
other  high  level  decision  makers'  motives  in  promoting  U.S. 
military  use  in  the  Gulf. 

These  comments  are  not  meant  to  indict  these  obviously 
dedicated  public  servant  but  to  point  out  that  their  roles  support 
the  historical  association  between  U.S.  foreign  policy  and 
American  big  business  interests. 
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b/b  While  recognizing  the  constitutional  role  of  the  U.S. 
Congress  to  declare  war,  circumstances  occur  which  demand  that  the 
President,  as  commander-in-chief,  act  precipitiously  with  military 
force  if  the  U.S.  national  security  is  jeapordized.   Too  often, 
U.S.  presidents  have  acted  to  protect  big  business  (with  dubious 
national   security  relevance)  or  divert  domestic  public  interests 
from  unpopular  political  issues.   Recent  examples  have  included: 

Was  the  Reagan  invasion  of  Grenada  used  to  divert 
domestic  outrage  that  350  marines  were  killed  by  a 
terrorist  truck  bomb  in  Lebanon  rather  than  because  the 
U.S.  was  afraid  of  a  communist  government  in  such  an 
insignificant  little  island  country. 

Did  President  Bush  invade  Panama  in  search  of 
General  Noreiga  (himself  a  head  of  state  who  had 
formerly  worked  for  Bush  as  director  of  the  CIA) 
or  was  the  use  of  military  force  a  diversion  from  the 
U.S.  media  barrage  detailing  the  president's  son,  Neil 
Bush's  misconduct  in  the  S  &  L  scandal.   A  critical 
thinker  would  assume  that  General  Noreiga  could  have 
been  deleted  with  less  fanfare  and  loss  of  life. 


c/c   President  Bush's  acumen  in  mobilizing  United  Nations 
support  for  the  Persian  Gulf  war  represents  the  ideal  methodology 
for  the  future  use  of  U.S.  military  force.   Eventhough  the 
reasoning  was  less  clear  than  one  might  have  hoped  (How 
legitimate  was  Iraq's  claim  to  Kuwait  [what  were  the  pre-colonial 
boundaries  before  British  and  French  conquests?];  Was  Kuwait 
stealing  Iraqui  oil  through  subterfuge;  what  was  the  relationship 
of  the  major  American  oil  companies  to  ARAMCO) ,  the  United  Nations 
decided  that  a  member  nation  had  invaded  another  member  nation  and 
the  world  community  should  intervene.   Hence,  U.S.  action  was  not 
unilateral  and  officious. 

d/d  History  teaches  us  that  military  force  remains  the  final 
arbiter  in  compelling  tyrants  to  change  their  behavior.   Thus, 
while  U.S.  national  security  is  the  first  and  most  profound 
priority  for  the  use  of  military  force,  the  United  States  has  a 
responsibility  to  use  its  military  strength  to  protect  the 
powerless. 

The  United  States  was  correct  to  use  military  force  in 
Somalia.   It  should  consider  the  use  of  military  force  in  Haiti 
and  should  have  used  military  force  in  Liberia  as  well.   Some  have 
argued  that  our  use  of  force  in  Somalia  had  geopolitical 
significance  because  of  its  strategic  location  at  the  entrance  to 
the  Gulf  of  Aden  and  at  the  bottom  of  the  Red  Sea. 
Liberia's  special  relationship  with  the  United  States  should  have 
compelled  us  to  stop  the  slaughter  which  destroyed  that  country 
and  Haiti  has  been  cour  client  state  since  its  independence  from 
France. 

History  will  judge  us  poorly  if  we  do  not  do  more  to  end 
the  carnage  in  the  former  Yugoslavia. 

The  United  States  need  not  accept  the  axiom  promoted  by 
some  philosophers  that  the  world  is  a  jungle  where  only  the  strong 
survive  in  a  Darwinian  sense;  that  compassion  and  magnanimity  have 
no  merit  in  relations  among  nations.   Historically,  powerful 
countries  have  been  selfish  and  brutal  when  dealing  with  less 
powerful  countries.   When  their  power  began  to  diminish,  other 
countries,  remembering  their  behavior,  treated  them  harshly. 

The  United  States  is  in  a  peculiarly  unique  posistion, 
as  the  sole  remaining  superpower,  it  can  lead  the  way  to  a  new 
world  order  by  introducing  compassion  and  fairness  along  with 
strength  in  the  conduct  of  its  foreign  policy. 
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Responses  to  Questions  Submitted  by  Subcommittee  on 
Ouersight  and  Inuestigations,  Committee  on  Ueterans  Affairs 
Responses  by  Iruing  M.  Rllen,  Cambridge,  Ma.    IB/28/93 


Question  1 

I  do  not  knouj  if  the  NUURS  Study  confirms  this,  but  it  is  my 
imression  that  Hfrican-flmerican  and  Hispanic-Rmerican  ueterans 
haue  been  less  likely  to  submit  claims  for  seruice-connected 
PTSO.  The  seeking  of  seruice-connection  can  be  a  prolonged, 
arduous,  and  unfortunately,  legalistic  process.  Rs  a  clinician  who 
began  working  In  the  UR  in  1969,  it  quickly  became  my 
impression  that  a  ueteran  almost  needed  to  be  free  of  mental 
illness  in  order  to  be  able  effectiuely  to  pursue  seruice- 
connection.  I  should  point  out  that  many  ueterans  leaue  the 
military  with  seruice-connection  for  physical  and/or  mental 
illnesses  already  established  so  that  they  neuer  haue  to  struggle 
for  seruice-connection.  Others  must  establish  it  after  leauing 
the  military,  often  seeking  the  connection  only  after  they  or  a 
clinician  discouer  the  condition.  For  PTSO,  this  is  obuiously 
problematic  since  the  diagnosis  was  only  accepted  in  198B,  long 
after  the  war  ended.  Rlso  as  a  long-time  clinician  in  the  UR 
system,  i  can  say  that  we  as  psychiatrists  were  neuer,  euer, 
instructed  or  aduised  to  seek  out  ueterans  and  to  be  aduocates 
for  their  pursuit  of  claims.  If  anything,  the  preuailing  attitude 
was  that  was  not  our  task,  that  such  aduice  would  be  regressiue 
and  therefore  counter  to  most  ueterans'  best  interests,  and  was 
an  administratiue  matter  for  which  the  eKamining  psychiatrists 
were  best  suited.  Gradually,  ouer  the  years,  I  and  probably 
others  began  to  inuolue  myself  in  that  process  and  integrated 
direct  aduising  about  the  pursuit  of  claims  into  the  treatment 
process. 


I  aduised  all  ueterans  in  this  way,  regardless  of  ethnicity,  but  it 
was  my  impression  that  Rfrican-Rmericans  (  I  had  uery  few 
Hispanic-Rmerican  patients),  had  particular  problems  receiuing 
effectiue  aduocacy  in  the  claims  processing.  Ouring  the  early 
l97B's,  any  ueteran  faced  potential  "hassle"  getting  through 
euen  the  initial  opening  of  a  claim.  Simply  getting  started  could 
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be  difficult,  especially  for  ueterans  of  color.  HIso,  the  DRU  and 
other  seruice  organizations  in  my  experience  haue  to  be 
inuolued  to  assist  ueterans  through  this,  along  ujith  the  claims 
representatiues  within  the  liR  system,  flduocacy  uias  and 
probably  still  is  critical  at  all  of  these  leuels  to  make  a  claim 
receiue  appropriate  attention,  uihich  inuolues  also  the  ueterans' 
producing  records  and  documents,  submitting  to  enaminations, 
undergoing  medical  tests,  etc.  Rfrican-Rmericans  and  Hispanic- 
Rmericans  uiere  not,  at  least  in  the  Boston  area,  represented  in 
any  significant  numbers  either  ujithin  the  UR  or  as  ORU 
representatiues.  Those  that  ujere  could  be  entremely  effectiue, 
but  they  could  obuiously  not  meet  the  needs  of  all  ueterans  of 
color. 


RIso  included  in  this  process  are  the  doctors  ujho  both  enamine 
the  applicants  directly  and  those  uiho  sit  on  the  committees 
uihich  make  the  final  determinations.  Physicians  of  color 
certainly  uiere  not  represented  at  either  of  those  leuels  to  my 
knowledge  in  any  significant  numbers. 

I  haue  tried  to  point  here  that  seeking  a  seruice-connected 
claim  is  a  complicated  process,  one  which  an  emotionally 
disturbed  person  is  not  uiell-suited  by  definition  to  follow 
through  on.  lUhen  racial  factors  become  thought  to  be 
complicating  factors,  the  process  is  euen  more  difficult  to 
engage  in  by  Rfrican-Rmerican  ueterans.  Clinically,  I  cannot 
begin  to  emphasize  enough  that  the  delay  between  the  end  of 
the  war  and  the  acceptance  of  PTSD  as  a  diagnosis  complicated 
the  rewarding  of  claims.  The  UR  aduertises  that  the  claims 
process  is  non-legalistic  and  that  the  ueterans'  interests  will 
take  precedence  when  doubt  eKists;  that  has  not  been  my 
eKperience  in  seueral  cases  inuoluing  claims  for  seueral  Rfrican- 
Rmerican  ueterans,  most  of  whom  had  euen  been  seen  for 
neruous  problems  while  on  actiue  duty.  One  such  case  Just  ended 
within  the  past  few  months  and  I  had  to  conclude  reluctantly 
that  race  was  the  only  factor  that  had  inexcusably  delayed  the 
rewarding  of  this  claim  for  almost  2  decades. 

I  should  also  say  that  once  a  claim  is  granted,  it  may  not  be 
permanent.  Therefore,  the  ueteran  can  expect  to  be  called  for 
periodic  reuiews  or  examinations,  often  with  relatiuely  little 
notice  and  certainly  no  real  instructions  about  the  process.  This 
is  often  a  time  of  great  turmoil  for  these  ueterans,  especially 
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those  luho  are  eKtremely  dependent  on  this  compensation  for 
their  suruiual.  It  is  eKperienced  as  a  process  ouer  luhich  they 
haue  little  control,  and  it  is  therefore  inherently  regressiue. 
Uhether  Rfrican-flmericans  or  Hispanics  fare  morse  in  these 
periodic  reuieuis  is  probably  something  that  can  be  studied. 


Correct  diagnosis  of  flfrican-Hmericans  is  problematic,  a  fact 
that  has  been  knoiun  since  fldebimpe  published  his  findings 
about  this  in  1981.  PTSO  can  be  a  complicated  diagnosis, 
especially  uihen  the  major  symptoms  are  obscured  by  substance 
abuse,  behauioral  problems,  or  life-style  disturbances  uihich 
obscure  the  symptoms  like  autonomic  hyperactiuity,  reliuing  the 
enperience  and    preoccupations,  and  auoidances.  Rise, 
incredibly,  one  can  still  find  physicians  and  psychiatrists  ujho 
don't  belieue  in  PTSD.  I  regret  to  point  out  that  through  my  years 
as  a  psychiatrist  in  the  system  (ending  in  1984),  many  UH 
psychiatrists  mere  astonishingly  remoued  and  detached  from 
the  unique  aspects  of  the  ueterans  population.  It  could  be  that 
some  study,  euen  nouj,  of  physicians'  attitudes  could  be  useful 
on  that  subject.  In  all  fairness,  it  should  be  obserued  that 
making  the  PTSD  diagnosis  can  be  difficult  because  many  of 
those  uiho  suffer  the  most  are  treatment-auoidant,  and  may  be 
difficult  to  see  in  a  continuous  way.  Rnother  factor  is  that  many 
ueterans  ujith  PTSD  haue  medical  problems  and  are  seen  for  a 
myriad  of  conditions  in  the  medical  seruices.  Rt  least  at  Court 
Street,  Boston,  where  I  worked  for  12  years,  there  was  minimal 
formal  contact  between  psychiatry  and  medicine,  so  probably 
many  cases  were  undiagnosed  that  were  actually  in  the  clinic. 
This  was  true  for  lUUI1 1  and  Korean  lUar  ueterans  also. 


I  do  not  know  if  ueterans  of  color  receiue  lower  compensation 
for  their  claims  than  other  ueterans,  but  this  makes  intuitiue 
sense  to  me.  The  NUURS  and  Dr.  Rosenheck  may  haue  specific 
data  on  this.  It  has  been  my  impression  that  my  Rfrican- 
Rmerican  patients  haue  had  significantly  more  difficulty  seeking 
approual  of  claims  for  the  reasons  mentioned  aboue. 

Question  2. 

I  am  a  firm  belieuer  in  the  notion  that  information  can  be 
disseminated  in  such  a  way  so  as  to  reach  those  who  may  still 
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suffer  from  PTSD  and  uuho  haue  heretofore  not  sought  seruices, 
or  those  uiho  may  haue  sought  seruices  but  got    turned  off  in 
the  process.  The  original  intent  of  the  Outreach   Centers  uias  to 
literally  go  into  the  streets,  the  bars,  and  the  prisons  seeking 
ueterans  uiho  had  this  condition.  Moreouer,  there  haue  been 
ouer  the  years  TU  and  radio  efforts  to  reach  the  undiagnosed 
ueterans'  population,  but  those  ujere  short-liued  campaigns  as  I 
recall.  Maybe  a  group  of  concerned  people  might  collaborate  to 
reuitalize  the  outreach  effort  to  the  flfrican-flmerican/  Hispanic 
ueteran  community.  Some  of  the  information  disseminated  uiill 
haue  to  be  sophisticated--uje  must  assume  that  there  are  still 
large  numbers  of  ueterans  ujho  do  not  knoui  ujhat  PTSO  and  haue 
accepted  their  particular  symptoms  as  '  part  of  their  Hues. ' 
HIso,  a  committment  to  a  sustained  effort  ouer  a  period  of 
months  and  years  should  be  made. 


Question  3a. 

I  did  not  hear  Dr.  Shay's  testimony,  but  I  think  that  viyra 
MflcPherson  s  book,  'Long  Time  Passing  "  graphically  speaks  to  a 
massiue  problem  ujith  bad  paper  discharges.  I  mould  therefore 
tend  to  agree  mith  that  opinion. 

b.  If  by  blanket  upgrade,  he  means  that  each  and  euery  case  of  a 
bad  paper  discharge  is  reuiewed  by  a  responsible,  ujell- 
integrated  group  of  people  inuolued  in  ueterans  affairs  ujho 
haue  an  established  track  record  as  ueterans  aduocates,  ! 
uiould  agree.  Also,  if  this  group  or  committee  uiere  monitored 
for  its  adhering  to  the  mandate  to  make  determinations  in  the 
ueterans  fauor  uiheneuer  a    close  call "  ewists,  I  would  be  m 
fauor.  I  am  not  in  fauor  of  simply  an  administratiue  fiat  in 
remouing  all  bad  paper  discharges.  Rs  a  ueteran  myself,  !  recall 
ujell  that  the  military  is  a  complicated  institution  ujith  all  the 
complexities  of  ciuilian  life.  There  ujere,  to  be  sure,  mfractions 
of  military  laui  that  had  nothing  to  do  uiith  Uietnam  seruice  and 
PTSO.  Surely  me  haue  the  capacity  to  reuieui  each  ueterans  case 
noui  in  a  responsible  manner.  This  too  should  include  actiue 
outreach  and  case  finding  of  these  people,  and  prouision  for 
them  of  adequate  counsel.  If  for  some  reason,  it  mas  deemed 
too  costly  to  do  a  case-by-case  reuiem  of  bad  paper  discharges, 
then  I  m  in  fauor  or  his  recommendation. 
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4.  Dr.  Rosenheck's  testimony  prouides  some  objectiue  euidence 
that  treatment  can  be  effectiue  for  PTSD  sufferers.  The  benefits 
range  from  a  subjectiue  sense  of  "  quality  of  life"  improuement 
to  a  more  documentable  sense  that  relationships  and  uiorklife 
improue.  These  benefits,  if  multiplied  by  the  thousands  of 
ueterans  who  potentially  are  in  need  of  treatment,  haue  uast 
implications  for  the  broader  community.  I  should  point  out  too 
that  if  it  can  be  factually  demonstrated  that  ueterans  of  color 
haue  been  underreuiarded  seruice-connection  and  the  actual 
monetary  benefits,  this  too  has  obuious  implications  for  the 
broader  community  uihich  has  both  lost  the  effectiue  functioning 
of  these  ueterans  and  also  receiues  inadequate  compensation 
for  this  loss.  In  consideration  of  this,  the  finding  that  "the  best 
and  brightest"  Rfrican-Rmericans  serued  in  the  Uietnam  Era 
military  is  especially  alarming. 


The  benefits  of  Rfrican-Rmerican  ueterans  receiuing  treatment 
from  Rfrican-Rmerican  clinicians  are  considerable.  One  is  that 
the  ueteran  himself  is  probably  more  likely  initially  to  "open  up" 
with  an  Rfrican-Rmerican  clinician,  and  reciprocally,  an  Rfrican 
-Rmerican  clinician  may  be  more  sensitiue  to  the  ways  to  help 
facilitate  that  process.  Rfrican-Rmerican  clinicians  are  more 
likely  to  identify  with  and  be  aware  of  of  the  special  trials  and 
tribulations  of  being  black  in  Rmerica  during  all  stages  of  life.  Rn 
Rfrican-Rmerican  clinician  is  more  likely  to  truly  belieue  that 
BKternal  trauma  can  in  fact  "break  down"  a  person's  coping 
capacities,  the  essence  of  the  PTSO  concept.  Rn  Rfrican-Rmerican 
is  less  likely  to  be  afraid  of  an  Rfrican-Rmerican  ueteran,  and 
more  likely  able  to  strike  a  balance  between  empathy, 
objectiuity,  and  limit-setting.  Rn  Rfrican-Rmerican  clinician  is 
more  likely  to  be  able  to  speak  with  Rn  Rfrican-Rmerican 
ueteran  in  a  "common  language."  RIso,  an  Rfrican-Rmerican 
clinician  is  more  likely  to  be  appropriately  interactiue  with  the 
client.  Lastly,  the  Rfrican-Rmerican  clinician  is  more  likely  to  be 
comfortable  with  an  aduocacy  role  as  well  as  a  therapeutic  role 
with  a  client,  i.e.,  to  see  no  conflict  between  these  two 
functions  and  in  fact,  to  see  them  as  mutually  reinforcing. 


I  do  not  know  what  the  percent  of  Rfrican-Rmerican  ueterans 
being  treated  for  PTSD  receiue  treatment  from  an  Rfrican- 
Rmerican  clinician.  I  am  fairly  certain  that  it  is  a 
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disproportionately  loui  percentage.  My  experience  since  leauing 
the  un  is  that  I  am  sought  out  in  my  priuate  practice  by  ueterans 
o  color  who  become  disenchanted  with  psychiatric  treatment 
within  the  UH  and  see  the  problem  as  at  least  partially  caused  by 
racial  insensitiuity. 


This  action  often  results  in  some  improuement  in  their  care,  but 
it  does  come  at  a  greater  cost  for  the  ueteran  (  or  for  me,  in 
terms  of  unpaid  bills)  and  it  does  reoresent  disillusionment  in  a 
system  from  which  they  are  entitled  to  receiue  benefits. 
There  are  many  actions  which  could  be  taken  to  make  UR 
facilities  more  sensitiue  to  cultural  diversity.  Rt  least  in  this 
area,  I  suspect  that  so  little  is  being  done  In  the  way  of  formal 
training  that  anything  will  be  an  imrouement.  Training  for  staff 
and  professionals  at  all  leuels  could  be  undertaken.  The  most 
important  factor  though  is  integration  of  all  UR  facilities  at  ail 
leuels.  This  would  inuolue  actiue  recruitment  starting  with 
medical  schools,  social  work  schools,  nursing  schools,  and 
psychology  training  programs  which  will  prouide  future 
clinicians.  Recruitment  of  administrators  and  other  personnel 
should  be  undertaken  utilizing  community-based  organizations. 
It  could  be  that  the  UR  itself  should  set  up  some  in-house 
training  to  Rfrican-Rmerican  and  Hispanic  people  to  prouide 
skills  which  are  necessary  to  be  effectiue  employees,  skills 
which  may  be  prouided  in  the  local  public  schools  because  of  the 
usual  problems  of  underfunding  and  under  staffing  these  schools 
face.  It  seems  to  me  that  programs  like  the  Benefits 
Clearinghouse  here  in  Boston  haue  considerable  insight  about 
how  to  make  these  facilities  more  culturally  sensitiue,  giuen 
their  frequent  interface  with  them  as  aduocates  for  ueterans. 


Another  possibility  is  that  it  is  a  "  lost  cause"  that  these 
facilities,  or  at  least  some  of  them,  haue  any  will  or  capacity  to 
become  more  culturally  sensitiue.  Maybe  in  some  locations, 
innouatiue  programs  should  be  carefully  considered  which 
enable  ueterans  of  color  to  receiue  definitiue  treatment,  euen 
for  seruice-related  conditions,  outside  the  UR  ,  in  local  facilities 
which  are  adequately  staffed  and  culturally-sensitiue.  I  realize 
that  this  may  seem  to  be  a  major  step,  but  one  that  should  be 
considered. 
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Before  the  UR  can  tailor  make  PTSD  programs  uihich  meet  the 
needs  of  ueterans  of  color,  there  needs  to  be  a  consensus  that 
there  are  deficits  in  seruice  prouision  for  this  population.  tUith 
that  recognition,  a  process  could  be  established  by  which  such 
programs  could  be  planned.  Such  a  program,  giuen  todays'  racial 
climate  by  uihich  so  many  European-Americans  feel  that  Hfrican- 
Bmericans  and  others  are  receiuing  unfair  aduantages,  would 
haue  to  be  considered  carefully.  The  fact  is  that  the  Uietnam 
military  experienced  a  degree  of  integration  probably 
unparallelled  in  this  society,  and  splitting  the  ueterans' 
population  along  racial  lines  by  ill-considered  programs  would  be 
unfortunate. 
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